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HE common teaching in medical schools until 
B postions has been that adequate treatment of 
diabetes mellitus has two objectives—to maintain 
the blood sugar within normal limits and to keep 
the urine sugar-free. The normal level of blood 
sugar has been stated to be from 90 to 140 mg. 
per 100 c.c. of blood. This estimation refers not 
only to glucose but also to the other reducing 
substances in the blood which are generally in- 
cluded in the blood sugar reading. During the 
past ten years there has arisen a controversy 
as to how significant it is in the treatment of 
diabetes mellitus to achieve a normal blood sugar 
level, and the literature contains many pertinent 
observations by men who have been interested 
in the subject. 

When diabetes was first described and treat- 
ment by diet alone instituted, it was very difficult 
to keep the blood sugar within normal limits 
except by reducing the patient to a state of 
severe malnutrition which usually led to coma 
and death unless the diabetes was very mild. 
Since the advent of insulin and since protamine 
zinc insulin has been available, malnutrition has 
ceased to be a problem. In fact, we are able 
now to maintain the diabetic at his ideal weight, 
rather than below this point, by giving enough 
insulin to keep, the urine sugar-free without 
causing hypoglycemia. Experience has shown 
that it is difficult, in some patients, to keep the 
blood sugar within normal limits without causing 
hypoglycemic reactions. 

*Read before the Ramsey County Medical Society, St. Paul, 
Minnesota, November 28, 1938. 
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Sugar usually appears in the urine when the 
blood sugar reaches a level of 170 mg. per 100 
c.c., and this reading is taken by most authors 
to be the upper limit of renal threshold for 
glucose. In the treatment of diabetes we all 
encounter patients who manifest no glycosuria 
but who consistently have a level of blood sugar 
as high as 350 mg. per 100 c.c. These people 
are usually past the fifth decade of life and 
seem to remain in good health as long as the 
urine is sugar-free. Various reasons are given 
for the development of hyperglycemia in some 
patients and not in others. Porter and Lang- 
ley,® after doing glucose tolerance curves on 
fifty normal individuals ranging from thirty to 
eighty years in age, concluded that the curves 
must be interpreted with regard to the age of 
the patient as well as to the height of the curve, 
because their study showed that the older the 
patient, the higher the curve, and the greater 
lag that occurred before it returned to normal. 

John? compared the fasting blood sugar and 
urea of a thousand patients without diabetes 
and found a slight but uniform rise of blood 
sugar with each succeeding decade. The reten- 
tion of blood urea was higher in the later decades 
also, but the blood urea was much higher in 
some of the cases than in others of the same age. 
This suggests that a common underlying factor, 
such as renal insufficiency, did not govern both 
of these elements. Mosenthal® thinks that the 
reason for higher levels of blood sugar without 
glycosuria in diabetic patients of advanced age 
is due to the greater power of reabsorption of 


145 


NORMAL BLOOD SUGAR—MEADE 


the kidney tubules of the glomerular filtrate 
rather than to the lowering of the excretory pow- 
er of the kidneys. 

Before the advent of insulin the average age 
at death of patients with diabetes was 44.8 years, 
whereas in the period since insulin has been 
available the average age at death has risen to 
62.8 years. At the same time the incidence of 
arteriosclerosis in diabetes has risen, probably 
as a result of the fact that the patient with dia- 
betes lives on into the age group in which we 
almost always find some degree of arterio- 
sclerosis even in the non-diabetic person. It 
has been thought by many that hyperglycemia 
was directly responsible for arteriosclerosis in 
association with diabetes, but this opinion is not 
held by Joslin.* He feels that a high blood 
cholesterol has more to do with the production of 
arteriosclerosis than does hyperglycemia, and 
states in substantiation that children with a level 
of blood cholesterol higher than 300 mg. per 
100 c.c., show evidences of arteriosclerosis and 
other disturbances of fat metabolism. It would 
seem then that hyperglycemia from the stand- 
point of production of arteriosclerosis is not as 
important nor as dangerous as has been de- 
scribed. 

Soskings, Katy, Strouse, and Rubinfeld’ have 
shown that in elderly individuals with diabetes 
and cardiovascular disease the symptoms of in- 
sulin hypoglycemia could be reproduced by low- 
ering the carbohydrate fraction of the diet to a 
low level. 


Infection, along with arteriosclerosis, is one 
of the major factors in the production of gan- 
grene in diabetes, and it has long been thought 
by many that hyperglycemia makes the tissues 
more susceptible to bacterial invasion and growth. 
Handsman,' however, found that staphylococci 
did not grow any better in blood that contained 
as high as 1 per cent of dextrose than in normal 
blood, and furthermore that blood with a higher 
concentration of dextrose did not have a lower 
bactericidal power. These observations lead us 
to believe that a diabetic with hyperglycemia is 
not more prone to diabetic gangrene than is the 
diabetic who maintains a normal level of blood 
sugar. 


According to Joslin,* our reasons for trying 
to establish a normal blood sugar without glyco- 
suria in the diabetic are as follows: (1) Normal 
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values are obviously the best. (2) Hypergly- 
cemia is a stimulus to the secretion of insulin, 
and we do not want the impaired island tissue 
to be overworked. (3) Removal of glycosuria 
proves complete utilization of the carbohydrate 
fraction of the diet. (4) Hyperglycemia implies 
that the tissues also contain a higher percentage 
of sugar than normal, which supposedly leads 
to lack of tissue repair as well as lack of resist- 
ance to infection, and causes degenerative phe- 
nomena of the blood vessels and nerves. In 
regard to the last statement, however, Joslin 
does not find any difference in the speed of 
wound healing or increase in wound infection 
following operation in patients who have hyper- 
glycemia without glycosuria. Joslin* says fur- 
ther: “We do not believe that a hyperglycemia 
up to 200 mg. per 100 c.c. of blood is particularly 
harmful to a diabetic provided that the urine is 
sugar-free, because this is proof that he is not 
eating his carbohydrates uselessly.” 


Wilder® states that he has seen two cases of 
peripheral neuritis develop in diabetics in whom 
the blood sugar levels had been lowered to 
normal or nearly normal values. The patients 
recovered when the insulin dosage was decreased 
and there was subsequent hyperglycemia but no 
glycosuria. Sunderman, Austin, and Williams® 
noted that some patients with diabetes had insu- 
lin shock reactions with blood sugar levels of 
200 mg. per 100 c.c. of blood if the value for 
blood sugar fell from a higher level after the 
administration of insulin. 


I have attempted to analyze the courses of 
fifty-four patients with diabetes, about 90 per 
cent of whom have been taking only one dose 
of protamine zinc insulin before breakfast and 
who have maintained a urine free from sugar 
(Table I). All of these patients are on a well- 
regulated diet, consisting of a basal number of 
calories plus various percentages, depending on 
the type of occupation of the patient. Of this 
group all the patients over thirty years of age 
have a hyperglycemia, which is correspondingly 
higher in the older patients. At various times 
when I have endeavored to reduce the hyper- 
glycemia of these patients I have met with hypo- 
glycemic reactions, together with most strenuous 
objections on the part of the patients. Subjec- 
tively they are irritable, and they neither feel 
as well nor do their daily work as well as when 
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TABLE I. 


AVERAGE FASTING BLOOD SUGAR READING IN FIFTY-FOUR WELL 


CONTROLLED DIABETIC PATIENTS 





Number of Cases 


Age Groups in Each Group 


Average Blood 
Sugar in Mgs. 


Clinical 


Slight to Moderate 
Arteriosclerosis 


Gangrene 





30-39 14 


2 0 





40-49 13 


159 





50-59 12 





60-69 


194 








70-79 





224 








4 
9 
9 
5 





the hyperglycemia is present. These patients 
all have maintained their normal weight. 

I think we all have seen older patients who 
have had anginal seizures when the blood sugar 
was reduced to normal although there were no 
other clinical signs of hypoglycemia. 

We must insist, of course, that all diabetics, 
except those in the older age group with coro- 
nary disease, keep the urine sugar-free, because 
prolonged glycosuria, if it is at all marked, will 
end disastrously for the patient. Dehydration 
with consequent lowered resistance to infection, 
malnutrition, acidosis, coma and possibly death 
are what we may expect of prolonged glycosuria. 

In conclusion, I wish to emphasize that a blood 
sugar within normal limits and a urine free from 
sugar are ideal conditions for the patient with 
diabetes only as long as he remains in a good 
state of nutrition and does not have hypogly- 
cemic reactions. However, I think we should 
not strive to achieve a normal status in the glu- 
cose level of the blood in diabetes at the ex- 
pense of the patient’s feeling of well-being. Al- 
though much of the teaching regarding the 


treatment of diabetes mellitis has been to the 
contrary, men with large experience in this field 
have found that hyperglycemia without glyco- 
suria is not harmful to patients with diabetes. 
My own experience substantiates this to the ex- 
tent that I feel that hyperglycemia without gly- 
cosuria does not cause as much harm to the 
patient as has been thought in the past and that 
arteriosclerosis and gangrene, so dreaded in dia- 
betes, are not due alone to hyperglycemia with- 
out glycosuria. 
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N° branch of surgery yields greater mortality 

than acute surgical conditions of the abdo- 
men. Preoperative diagnosis here is often most 
difficult and may be impossible. Good surgical 
judgment, perhaps, is the most important factor 


in reducing morbidity and mortality in these 
cases. 


*Read before the Northern seeeamate Medical Association, 
Crookston, Minnesota, August 29, 1938 
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Acute surgical conditions of the abdomen have 
been confused with the following: lead-poison- 
ing; gastric crisis of tabes; diabetic acidosis ; 
diaphragmatic hernia; central pneumonia; and 
coronary and mesentery thrombosis. 

It has been suggested that pain, nausea and 
vomiting with constipation continuously for more 
than six hours should lead one to seriously con- 
sider surgery. 
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The presence of diarrhea may obscure or 
change the entire picture. An acute enteritis 
may and frequently does lead to a poorly advised 
laparotomy. Such an operation usually not only 
does not better the patient, but may change a 
rather mild condition into one which is very 
serious. On the other hand an acute enteritis 
should be followed closely lest the picture change 
later into an acute surgical condition. 

A good history and physical examination with 
all applicable laboratory assistance may give us 
a clue to otherwise very indefinite conditions. 

In no other condition is it more imperative to 
make the diagnosis early. Disastrous changes 
may take place rapidly and the safest time for 
operation may have slipped away if the diagnosis 
is not made early. Incorrect diagnosis and poor 
surgical judgment has led to many unnecessary 
laparotomies. This fact has done much to bring 
the profession into disrepute with the public. 

Appendicitis is still the most frequent surgical 
condition in the abdomen. It constitutes about 
50 per cent of all abdominal surgery. In spite 


of our recent improved aids in diagnosis and 
technic the mortality in appendicitis is on the 


increase. 

The mortality from appendicitis in the United 
States in 1920 was 11,000. In 1937 it was 20,000. 
Why there should be this increase in mortality 
we do not know. No doubt self medication is a 
large factor. Also failure of the patient to re- 
port to the physician at a time favorable for 
cure plays a large part in this increasing mortal- 
ity. However, the profession must take at least 
some part of the blame for this almost tragic 
truth. 

In some parts of the country an educational 
program is being put on to teach the public how 
they can aid in reducing this mortality. Perhaps 
this should be made national in scope. 

In the typically severe, acute case of appendi- 
citis there is usually general agreement among 
the physicians and surgeons that immediate 
operation is the treatment of choice. In the 
more indefinite case the patient may be slow to 
report and the physician may have difficulty 
making a diagnosis. 

In general, pain, nausea and vomiting, right 
rectus rigidity, and a high leukocyte count in a 
patient who has been well up to a few hours 
previously should strongly suggest an acute 
surgical appendix. 
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With a retrocecal appendicitis the muscle 
rigidity may be almost absent. The pain, nausea 
and vomiting may be slight or almost absent, 
yet we may have a severe appendicitis. In this 
case if other conditions are quite well ruled out 
and the leukocyte count has risen rapidly over 
a short period of time, a surgical appendix must , 
still be seriously considered. If the leukocyte 
count rises to twelve or fifteen thousand or 
above and other symptoms point to appendicitis 
one is usually safe in advising appendectomy. 

When these patients come to us late and the 
possibility of a ruptured appendix is likely, there 
is considerable difference of opinion among the 
best surgeons as to how best to treat them. 

If there is good evidence of localization and 
symptoms are subsiding one may be justified in 
waiting for the inflammatory process to cool 
down before opening the abdomen. This, though, 
is hard to determine definitely. We cannot 
always be sure whether the appendix is ruptured 
or not. So often the process continues with no 
let-up and slight localization that the treatment 
of these cases is still in dispute. 

The surgeon who has seen a number of these 
patients go on without localization or any let-up 
in symptoms to a fatal end usually advises 
operation as soon as the diagnosis is made. Per- 
sonally, I favor the latter course. Unless there 
is a well walled off abscess and the appendix is 
plainly part of that wall, I remove the appendix 
even in the face of perforation. Good drainage 
is instituted and I believe much can be done to 
promote drainage and lessen the virulence of the 
infection by the application of a large, wet, 
antiseptic pack. 

Acute cholecystitis is the most frequent upper 
abdominal surgical condition. In acute cholecy- 
stitis we do not include the acute gallstone colic 
in which a hypodermic of morphine relieves the 
pain and the patient goes on to an uneventful 
recovery. Nor do we necessarily include the 
patient who shows improvement in the course of 
one or two days. 

We refer here only to the patient who goes on 
to progressively increasing acute inflammatory 
symptoms, as evidenced by increasing tempera- 
ture, leukocyte count, and general toxicity. In 
the treatment of these cases there is much differ- 
ence of opinion among the leading surgeons of 
the world. 

It is my belief that patients most seriously 


MINNESOTA MEDICINE 





ACUTE SURGICAL CONDITIONS OF THE ABDOMEN—HAYES 


ill with acute cholecystitis do not commonly 
reach the great surgical centers. They are often 
too sick for distant transportation. I believe 
the reason for such great divergence of opinion 


Fig. 1. 
cystic duct pressing on the cystic artery. 
appears about normal. 
gallbladder. 


among surgeons in the treatment of these cases 
is that they are not talking about the same type 
of cases. 

Such men as Everts Graham advise conserva- 
tive treatment, waiting to operate until the acute 
process cools down. He states that he has had 
a very small mortality in those treated conserva- 
tively. On the other hand Lahey says, “The 
more experience I have with acute cholecystitis 
the more I lean toward immediate operation, and 
total removal of the gallbladder when it can be 
done.” 


Sir James Walton of London gives a summary 
of this condition which my experience leads me 


to regard most favorably. He concludes with 
the statement that this operation is one of diffi- 
culty and associated with much risk. I there- 
fore unhesitatingly advise that the onset of acute 
cholecystitis should be regarded as a grave emer- 
gency and that immediate operation should usual- 
ly be advised. 

Payne of Virginia found twenty-nine gangre- 
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Drawing of acute empyema of the gallbladder. 


nous gallbladders in sixty-five cases of acute 
cholecystitis. 

Saunders of Tennessee reports forty-five per- 
forations with 17.4 per cent mortality. 


eo] 


This shows the stone in the distal 


The portion of the cystic duct between the clamps 
The inflammatory process here is confined almost entirely to the 
It has not yet become adherent to adjacent organs. 


Huer of Yale in a series of acute cases reports 
20 per cent perforations and gangrenous gall- 
bladders. 

Some surgeons have been fortunate in having 
most acute cases localize and subside; others 
have had just the opposite experience with cases 
that originally appeared about the same. Some 
years ago the late Dr. Dennis of St. Paul called 
attention to the fact that a stone in the distal 
end of the cystic duct usually produces pressure 
on the cystic artery and is likely to result in 
gangrene or empyema of the gallbladder. Close 
to the common duct the cystic artery and duct 
are far apart, but as they approach the gall- 
bladder they approach each other. A stone at 
this latter point is more likely to interfere with 
the circulation of the gallbladder. No one can 
be sure before exploring where the obstruction 
of the cystic duct may be. 


Personally I have had thirty cases with ob- 
struction in the distal end of the cystic duct or 
pelvis of the gallbladder. All of these patients 
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showed evidence of gangrene or empyema of the 
gallbladder. Nineteen were operated within 
seventy-two hours with no mortality and very 
little greater morbidity than in the ordinary 
chronic gallbladder. The twentieth patient, 
operated upon after two weeks, died. Of the 
remaining ten cases the gallbladder ruptured into 
the peritoneal cavity in three, one of the three 
dying before we could open the abdomen. The 
other two recovered after a very stormy con- 
valescence. Of the remaining seven, perforation 
occurred posteriorly and pus burrowed upward 
posteriorly behind the liver, through the dia- 
phragm and into the pleural cavity. Pus and 
bile were aspirated from the pleural cavity. 
Later the gallbladder was removed with much 
difficulty. Of the remaining six, three were 
drained, and the gallbladders had to be removed 
later. The remaining four drained for periods 
of from two to six months. Two closed after 
drainage but had to be reopened two or three 
times before final closure. All of these patients 
were very sick, with gradually increasing symp- 
toms. The leukocyte count in all these cases 
ranged from 15,000 to 27,000. 

This experience has led me to favor the advice 
of Lahey and Sir James Walton, that these gall- 
bladders should be removed as soon as the diag- 
nosis is made, or at most during the first twenty- 
four to forty-eight hours. 


Intestinal obstruction is a frequent abdominal 
surgical condition. It carries a high rate of 
1aortality. Recent advances in our knowledge of 
this condition are of great assistance. The 
knowledge that an alkalosis develops rather than 
an acidosis indicates what fluids should be ad- 
ministered. Nasal suction is a great help but 
may be used to disadvantage and unavoidable 
surgery may be delayed. Nasal suction may re- 
lieve the patient and fecal material may be ob- 
tained with enemata, still there may be a closed 
loop bound down firmly by adhesions that can be 
relieved in no way except surgically. In these 
cases every hour of delay increases the risk. 
Early surgery, relieving the obstructing bands or 
ileostomy, should give good results. 


In children intussusception is quite often the 
cause of obstruction. They may be relieved by 
traction or non-operative procedure but opera- 
tion should not be long delayed, if relief is not 
otherwise readily obtained. In all cases of ob- 
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struction the x-ray is invaluable in determining 
the presence and location of the obstruction. 

Perforating ulcers of the gastro-intestinal tract 
are surgical and exploration should be made at 
the earliest possible moment. During the war 
general orders were given to refrain from opera- 
tion in cases of perforation when it could not be 
undertaken within the first twenty hours. 

Nature frequently does a good job of sealing 
over the perforation. After twenty hours we 
frequently tear loose this sealing process and 
spread the infection. Abel has said of the per- 
forating peptic ulcers that he has lost none op- 
erated upon during the first six hours after 
perforation and has had only one live after 
twenty-four hours. If done early, drainage of 
the wound is usually not necessary; if late it is 
advisable to drain through a low stab wound. 
Severe pain, board-like rigidity of the abdomen, 
shock, and collapse are usually present. Closing 
the perforation and covering it with a tab of 
fat is usually sufficient in emergency cases. 


Ruptured ectopic pregnancy is fairly common. 
A history of pregnancy, if obtainable, is valuable. 
Frequently this cannot be obtained. Bleeding 


from the vagina is next most important, but 
may not be present. There is usually sudden, 
severe pain with distention. Muscle rigidity is 
not usually so marked as in appendicitis. The 
pulse is frequently rapid and thready. The 
temperature may be subnormal, and symptoms of 
collapse may be present. If on the right side 
it may be impossible to differentiate from an 
acute appendicitis. In appendicitis the leukocyte 
count is usually higher in relation to other symp- 
toms. Surgery is indicated as soon as the diag- 
nosis can be made. 

Acute pancreatitis is somewhat rare. The 
diagnosis is usually difficult. It is usually 
thought to be secondary to cholecystic disease. 
If the diagnosis can be definitely made, the pa- 
tient may do well under conservative treatment. 
Cholecystotomy and cholecystectomy are fre- 
quently done in these cases, sometimes because 
gallbladder disease cannot be ruled out, and 
again because the surgeon considers this the best 
means of curing the condition. 

In the acute hemorrhagic type, no treatment 
yet attempted has been very effective. Here 
again the gallbladder is frequently drained with 
the hope of possible relief. 
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Twisted ovarian pedicle is quite rare, yet fre- 
quent enough to give us some worry. On the 
right side it is frequently confused with ap- 
pendicitis. The pain here is usually more con- 
tinuous but the muscle rigidity is not so marked 
as in appendicitis. The abdomen is more dis- 
tended. The leukocyte count is not so high in 
proportion to other symptoms. The pain usually 
continues until relieved by operation. 

Jaundice may exist with or without pain. In- 
termittent jaundice without pain, with a history 
of chills and fever, general malaise, bile in the 
urine and clay colored stools, usually means the 
catarrhal type. However, a large stone in the 
gallbladder with secondary inflammatory process 
may produce enough pressure on the common 
duct to give this same picture. The cause of 
a continuous jaundice for more than two weeks 
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must be definitely determined if operation is 
contemplated. 


Gradually increasing jaundice for over six 
weeks, continuously, should suggest carcinoma 
of the head of the pancreas. Stone in the 
common duct may give much the same picture, 
but usually the jaundice is somewhat intermit- 
tent and pain is more likely to be present. In 
any event if operation is to be attempted one 
should not wait more than two weeks from the 
time of onset of the jaundice. 


In all acute progressive conditions of the 
abdomen the resistance of the patient rapidly 
lessens. No other type of surgery requires more 
careful preparation of the patient, choice of 
anesthetic, or handling of the viscera once the 
abdomen is opened. 





TORSION OF THE OMENTUM AND APPENDICES EPIPLOICAE* 
Report of Two Cases 


BENJAMIN F. DAVIS, Ph.D., M.D. 
Duluth, Minnesota 


i en first case is one of torsion and beginning 
gangrene of the omentum. 

The patient was a white woman, forty-five years of 
age. She entered the hospital on the afternoon of 
June 26, 1930. On the preceding night, she had been 
awakened by a sudden severe pain in the right side 
of the abdomen, radiating to the right side and back, 
with vomiting. This was very soon followed by the 
development of extreme tenderness and moderate dis- 
tension. 

General examination was negative. There was ex- 
treme tenderness, with muscle spasm and rigidity, in 
the right upper quadrant of the abdomen. The tem- 
perature was 99.6°, pulse 120. The urine was normal. 

The diagnosis of an acute abdominal condition, re- 
quiring immediate exploration, was made, with a high- 
lying appendix the probable condition. 

The abdomen was opened under spinal anesthesia. 
There was exposed immediately a mass of omentum, 
about 15 cms. long, 8 cms. wide and 3 cms. thick, 
arising by a pedicle from the omentum of the trans- 
verse colon, near the hepatic flexure; the pedicle was 
twisted rather tightly several times on itself. The 
strangulated mass of omentum was mottled, dark 
purplish-red in its upper portion and almost black 
distally. It was quite hard and friable. The pedicle 
was clamped, cut and tied with catgut. The appendix 
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lay to the immediate right of the cecum and was 
adherent to the cecum and mesocecum. It was quite 
hyperemic and was, therefore, removed. The abdomen 
was closed in layers, without drainage. The patient 
made an uneventful recovery. 

The outstanding features of this case were 
the sudden onset, with vomiting, the fairly con- 
stant, severe pain, radiating to the back, and the 
extreme local tenderness. 

No preoperative blood study was made. 

. Compared with other acute surgical lesions of 
the abdomen, torsion of the omentum is relative- 
ly rare. Jeffries* in 1931 collected 169 cases 
from the literature and reported four new cases. 
I have found approximately twenty additional 
cases published since 1931, which would make a 
total of about 193 cases. 

The cause of torsion of the omentum is some- 
what speculative; however, there are certain 
fairly constant factors which seem to be present 
in most of the cases. In Jeffries’ series of 169 
cases, 147 were associated with right inguinal 
hernia. Niemeier,® writing in 1935, distin- 
guished two types of the disease: (1) primary 
or idiopathic torsion, comprising about 13 per 
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cent of the cases and distinguished by the ab- 
sence of adhesions about the omentum, and (2) 
so-called secondary torsion, comprising about 87 
per cent of the cases. In the majority of this 87 
per cent, the distal end of the omentum was ad- 
herent in a hernial sac, while in a small minority 
the adhesion was to some other point in the 
abdomen. 

Other factors involved in the production of 
this condition are: (1) an exceptionally large 
omentum; (2) a long pedicle; (3) a narrow at- 
tachment of the pedicle; (4) a relative increase 
in the bulk of the distal portion of the omentum, 
as by a deposit of fat, cyst formation or edema; 
and (5), as stated above, a point of distal fixa- 
tion. It is evident that the importance of these 
various factors varies in different cases. Each 
may be the predominating cause at times, 
although, doubtless, the torsion is produced 
usually by a combination of causes. Farr and 
Bachmann? believe that the first 90° of torsion 
is produced by peristaltic action and then, since 
the veins are longer than the arteries, and more 
easily compressed, as venous congestion de- 
velops, the torsion tends to increase correspond- 
ingly. This idea is speculative, unsupported by 
experimental evidence, but should be considered 
in conjunction with the factors commonly found 
in association with the disease. 

The involved portion of the omentum under- 
goes changes relative to the degree of torsion 
and the duration of the disease. There may be 
simply marked passive congestion or, at the 
other extreme, complete necrosis. At the meet- 
ing of the Western Surgical Association in 
Madison, Wisconsin, about five years ago, Dr. 
David Straus of Chicago reported a patient on 
whom he had operated a considerable period 
after the onset of symptoms. He had pulled out 
practically the entire omentum, black and _ne- 
crotic, through a small abdominal incision. 

The signs and symptoms do not permit of an 
accurate preoperative diagnosis and the correct 
diagnosis is practically never made before opera- 
tion. Ina series of seven cases reported by Farr 
and Bachmann,’ the preoperative diagnoses were 
as follows: (1) acute cholecystitis; (2) sub- 
acute cholecystitis or perforating gastric ulcer; 
(3) acute appendicitis; (4) acute appendicitis ; 
(5) acute cholecystitis; (6) undetermined; (7) 
chronic appendicitis (acute exacerbation). The 
signs and symptoms are those of an acute ab- 
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dominal emergency. Treatment is surgical and 
the prognosis following treatment is good. 

The second case is one of torsion of an ap- 
pendix epiploica. 


The patient was a man, thirty years of age. He 
stated that, at about noon of the day of examination, 
he had been seized with a sudden severe pain in the 
left lower quadrant of the abdomen which had per- 
sisted. On examination, there was found a localized 
area of acute tenderness, with muscle spasm, in the 
left lower quadrant of the abdomen. The W.B.C. 
was 18,700, pulse rate 96, temperature 98.6°; there 
was no nausea or vomiting. The patient’s gallbladder 
and appendix had been removed some years previously. 

A probable diagnosis of acute diverticulitis was made 
and the patient sent to the hospital. 

He was operated on about 5:15 P. M. of the same 
day, under ethylene anesthesia. The abdomen was 
opened by a muscle-splitting incision in the left lower 
quadrant. Lying in close contact with the parietal 
peritoneum, at a point directly under the area of 
tenderness located clinically, was an appendix epiploica, 
which was a deep purple in color and apparently the 
seat of intense passive congestion. No definite sac 
connecting it with the lumen of the bowel was found 
although it was connected to the bowel by a narrow 
isthmus which was tightly twisted on itself by several 
turns. This was clamped, cut and the stump was 
buried with a Lembert suture. No other abnormality 
was found. The abdomen was closed in layers without 
drainage. The patient made an uneventful recovery. 

The pathologic diagnosis by Dr. A. H. Wells was as 
follows: 

Gross—Specimen consists of an appendix epiploica 
measuring 23x13x.5 cms. This shows a diffuse 
reddish discoloration and is unusually firm. However, 
the cut surface is unusually friable. It has a delicate 
pedicle measuring about 2 mm. in diameter which at 
this time is twisted through several complete turns. 

Microscopic.—Sections show fatty tissue with severe- 
ly congested vessels and areas of moderate neutrophilic 
infiltration and petechial hemorrhages. 

Diagnosis.—Torsion of appendix epiploica with 
strangulation. 


The first reported case of this condition was 
made by Littre’ in 1703, who found a small 
white stone, the size of a pea, in the free ab- 
dominal cavity of a cadaver he was dissecting. 
No evidence was produced to show that this 
was an appendix epiploica but it appears to be 
accepted as the first case reported. 

In 1924, Klingenstein® reviewed the history 
of the diseases of the appendices epiploice and 
reported four cases from the Mt. Sinai Hospital, 
New York. In two cases, the appendix epiploica 
was incarcerated in a hernial sac; in one, a 
twisted appendix was found adherent to an ap- 
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pendix vermiformis ; in the fourth case, a twisted 
and acutely inflamed appendix epiploica was 
discovered at autopsy in a case of acute hemor- 
rhagic pancreatitis. He found recorded at that 
time twelve cases of foreign bodies in the peri- 
toneal cavity, presumably representing appen- 
dices epiploice; seventeen cases of intra-ab- 
dominal torsion; ten cases of intra-hernial tor- 
sion ; thirteen cases of intra-hernial incarceration 
and three cases of intestinal obstruction due to 
adherent appendices epiploice. 


In 1933, Patterson’ again reviewed the litera- 
ture and found fifteen additional cases of torsion 
of the appendices epiploice, four cases of intra- 
hernial strangulation and two cases of intestinal 
obstruction. 

Fiske,? in 1936, again reviewed the literature, 
finding forty-two cases and adding two more. 
He omitted from his review all cases reported 
as torsion within a hernial sac and as loose 
foreign bodies within the peritoneal cavity. 


The appendices epiploice are small pouches 
of peritoneurn, filled with fat. Bland Sutton’ 
described them as “localized pedunculated over- 
growths of subserous fat directly continuous 
with the fat in the mesentery.” They are found 
along the mesentery of the appendix and on the 
large intestine as far as the rectum. As a rule, 
they are arranged in two rows along the anterior 
and posterior longitudinal bands, and are more 
numerous and larger on the sigmoid than else- 
where. They vary in size and shape. Some 
have been reported 15 cms. in length, but the 
average is 3 or 4cms. They may be cylindrical, 
flattened or lobulated. According to Robinson’ 
they are present at birth. They have been 
credited by some writers with a protective func- 
tion similar to the omentum. This conclusion 
was drawn because they have been found ad- 
herent to inflamed organs, but such relation- 
ship is a natural consequence of infection. Rob- 
inson pointed out that their structure is so un- 
like the omentum that it is improbable that they 
have the same function. Basing his idea on 
certain experimental studies, he suggested that 
they might have some function in relation to 
the movement and absorption of fluid from the 
large intestine. Patterson® has suggested that 
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they might act simply as bumpers for the large 
intestine, fending this organ from the parietes 
and the other viscera, thus facilitating peristalsis. 
Their location and simple structure would sup- 
port such a view. Cheever’ bluntly states that 
the appendices epiploice are useless. 

Appendices epiploice may be involved: (1) 
secondary to disease in adjacent or contiguous 
tissues; (2) by primary inflammation; (3) by 
torsion of the pedicle; (4) by incarceration in a 
hernial sac, with or without torsion; and (5) 
by undergoing calcification and appearing as 
loose bodies intraperitoneally, probably as a re- 
sult of one or more of the above affections. 
No malignant changes have been reported in 
them. It has been suggested that some cases 
of apparent strangulation may be due to primary 
thrombosis of the vessels in the appendix. 

From the clinical side, intra-abdominal torsion 
and hemorrhagic infarction of the appendices 
epiploice is a definite entity. The most char- 
acteristic symptom is abdominal pain over the 
site of the lesion, in many instances associated 
with localized tenderness. Nausea and vomiting 
are uncommon, as is also a palpable tumor, 
which has been described in only seven cases. 
Changes in the blood count have not been re- 
ported in most instances but there was definite 
leukocytosis in our case. The disease has re- 
sulted in complications causing death in three 
cases. It is readily relieved by surgical opera- 
tion. The pre-operative diagnosis is difficult. In 
the presence of any obscure pain which is not 
explained by operative findings, explore the ap- 
pendices epiploice. It may be that some of the 
cases of abdominal pain of unexplained origin, 
which subside spontaneously, may be due to 
strangulation of the appendices epiploice. 
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RATING OF DISABILITIES* 


MYRON O. HENRY, M.D. 
Minneapolis, Minnesota 


Kong principles of permanent partial disabil- 
ity estimation are well explained in Mc- 
Bride’s textbook, entitled “Disability Evalua- 
tion,” and the author, with his colleague, Dr. 
E. T. Evans, furnished the Minnesota-Dakota 
Orthopedic Society with a rating schedule for 
permanent disabilities of the extremities some 
years ago. More recently, Dr. George Dunn and 
others have published helpful papers on estima- 
tion of disabilities of the extremities. Loss of 
motion, muscular atrophy, loss of stability, short- 
ening, and loss of sensation are generally con- 
sidered in evaluating a disability, and the estima- 
tion of pain is really the only variable in rating 
disabilities of the extremities. While there are 
no fixed rules, conscientious surgeons, who are 
familiar with the law and with accepted methods 
of estimating disability, usually arrive at fairly 
uniform results in rating disabilities of the ex- 
tremities. 

Many other factors, which Stern has aptly 
called “variables,” often enter into estimates of 
disabilities, and these variables, particularly, give 
rise to misunderstanding, uncertainty, and dis- 
pute. All of the surgeon’s knowledge, experi- 
ence, and sagacity may be required to evaluate 
such variable factors fairly and impartially. 


Variable Factors 


1. Accident—Under the Minnesota Law the 
employee must be “injured by accident arising 
out of the course of his employment,” separate 
statutory provision being made for occupational 
disease. Kessler defines accident, from the med- 
ical standpoint, as “an unexpected event, hap- 
pening suddenly, producing a quick result, and 
coming from without.” The disability need not 
be sudden, but may follow a trivial accident in- 
sidiously (as in osteomyelitis of the radius fol- 
lowing a sliver in a finger). 

The surgeon frequently must determine 
whether or not the present disability would in- 
evitably result from the accident described. He 
must have due regard for the claimant’s state- 
ments in order to be fair, yet he must “be alert 


*Read before the annual meeting of the Minnesota State 
Medical Association, Duluth, Minnesota, June 30, 1938. 
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to detect fraud, exaggeration, or malingering lest 
it be a reflection on his probity” (McBride). 


Disability produced by accidental means usual- ~ 


ly has some objective sign of external violence ; 
it is usually produced immediately by the acci- 
dent and should be continuous since the accident. 
Often the examiner must decide whether the 
particular accident described actually did pro- 
duce the disability in question, or whether it 
probably or possibly did produce, or even could 
have produced, the disability. 

2. Congenital Abnormality.—Sometimes .ana- 
tomic variations and congenital malformations 
confound the evaluation of disability. Accessory 
bones in the foot are often mistaken for frac- 
tures, especially the accessory scaphoid (0s tibi- 
ale externum), the accessory astragalus (os tri- 
gonum), and the bipartite sesamoids of the 
great toe. Open epiphyses may be mistaken for 
traumatic injuries—for example, the epiphysis 
of the iliac crest, the tip of the acromion proc- 
ess, and the separate tibial tubercle. Cervical 
rib and the scalene syndrome may produce dis- 
ability similar to that of trauma. Malforma- 
tions of the fifth lumbar vertebra, especially 
such as unilateral sacralization, non-fusion of 
laminz, spina bifida occulta, and malposition of 
the postero-lateral articulations, cause much con- 
fusion when injuries are superimposed upon 
them. Some orthopedic surgeons believe that 
such malformations predispose to injury, or are 
more susceptible to injury, and that they re- 
cover more slowly from injury; others hold that 
they are merely incidental findings. Spondy- 
lolisthesis is particularly perplexing, and calls 
for thorough investigation before offering an 
opinion as to its traumatic origin. The majority 
of these cases are congenital with malformed 
zygapophyses, and forward dislocation obtains 
insidiously. Traumatic dislocation does obtain 
rarely, as in falls from a height when landing 
occurs in the sitting posture astride an object, 
but such cases may be expected to show later 
reactionary changes on the x-ray. 

3. Pre-existing Diseases—A number of com- 
paratively rare bone diseases are conceded to 
be traumatic in origin, but, because they require 
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some time after injury in order to develop suf- 
ficiently for diagnosis, their origin may antedate 
the accident in question. Such are, Kienbock’s 
disease, which is now generally admitted to be 
a traumatic malacia of the carpal semilunar; 
osteochondritis dissecans of the knee which de- 
velops a loose body; and Pelligrini-Stieda’s dis- 
ease, which is characterized by a semilunar bony 
formation over the internal condyle of the fe- 
mur and results from trauma. Careful investi- 
gation is necessary to determine whether the 
trauma is old or recent in cases of snapping 
jaw, snapping hip, and even in snapping thumb 
which is due to the stenosing tenosynovitis of 
de Quervain. Similarly, bursitis, whether suba- 
cromial, olecranon, prepatellar or radio-humeral, 
is attributable to trauma which may be recent 
or remote. Cystic menisci, discoid cartilages, 
ganglions, and Baker’s cysts are probably not 
due to any single trauma or accident. 

Certain unrecognized diseases may produce in- 
juries which the claimant honestly considers due 
to an accident. Osteoporosis of bone, especially 
of the spine, allows fracture from trivial causes ; 
Charcot joints may give way unexpectedly, pro- 
ducing fractures ; cerebral hemorrhage or epilep- 
sy may cause a fall; the tabetic may fall while 
at work; and many bone tumors are found only 
after pathological fracture. 


4. Aggravation of Pre-existing Disease. — 
This is the much abused béte noir of disability 
rating and is especially difficult to evaluate in 
many cases. 

(a) Arthritis—Aggravation of pre-existing 
dormant arthritis assumes external violence of 
sufficient intensity to produce changes, and the 
violence must have been applied directly to the 
area in question, with the symptoms of aggrava- 
tion appearing within ten days of the accident. 
In the presence of pre-existing chronic focal in- 
fection (with advanced hypertrophic changes 
demonstrable by x-ray), it is exceedingly diffi- 
cult to estimate the exact amount of aggrava- 
tion caused by trauma, separate from the prog- 
ress of the disease. Isolated joints, with arthri- 
tis excited or aggravated by trauma, present a 
problem which is simple compared to that of 
the spine. Here the function prior to injury is 
hard to establish even though hypertrophic spurs 
indicate disease which has been present for years. 
Unfortunately, there is still some honest dif- 


Marcu, 1939 . 





RATING OF DISABILITIES—HENRY 





ference of opinion regarding aggravation of pre- 
existing spondylitis. McBride is of the opinion 
that “hypertrophic changes are not traumatic, 
nor can they be aggravated except by actual frac- 
ture,” while others hold that injury can, and 
often does, aggravate such pre-existing spondy- 
litis to a disabling degree. It must be admitted 
by all, however, that aggravation, if it does ob- 
tain, is only temporary, and that such temporary 
aggravation must eventually cease, allowing the 
disease to continue its normal course. In the 
author’s experience, such aggravation cannot 
reasonably be presumed to be disabling beyond 
three months without demonstrable fracture. 

(b) Gout.—Arthritis urica, of course, is not 
caused by trauma, but a definite external injury 
to the affected part may excite an attack in the 
individual having the gouty diathesis. The at- 
tack must follow the trauma immediately, and is 
only temporary, seldom leaving permanent disa- 
bility through aggravation per se. 

(c) Infection —One of the most difficult con- 
ditions to arbitrate is infection aggravated by 
injury. This is because the infecting injury is 
often trivial or overlooked, or because the injury 
superimposed upon pre-existing infection (or 
both) seemed of no importance at the time. 
The incubation period of bacteria becomes im- 
portant in such cases, and this is reasonably four 
days for direct infections and three weeks for 
exacerbation of antecedent infection. 

(d) Osteomyelitis —Aggravation of pre-exist- 
ing chronic, or healed, osteomyelitis by trauma 
is generally accepted. The established trauma, 
however, must be moderately severe and cer- 
tainly should leave objective signs of external in- 
jury. The signs of renewed inflammatory activ- 
ity should follow immediately, certainly within 
three weeks of the injury, and probably within 
three or four days. 

(e) Tuberculosis.—Healed, or quiescent tuber- 
culous joints, may be aggravated by trauma, and 
the same postulates obtain, namely, a proved 
accident with immediate and continuous disabil- 
ity, with renewed and continuous activity of 
the disease appearing within a few weeks. 


(£) Malignancy.—Trauma may call attention 
to pre-existing tumors and, if sufficiently se- 
vere to cause hemorrhage or to actually injure 
the substance of the growth, may accelerate its 
progress. Presumably injury may precipitate 
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metastases and thereby hasten the progress of 
the disease. 

The foregoing are some of the factual vari- 
ables presenting in cases to perplex the sur- 
geon; there are also other less tangible vari- 
ables which may operate to influence his judg- 
ment. Disfigurement, age, occupation, personal 
acquaintance, and various other psychic factors 
may prejudice the surgeon, unconsciously. The 
demeanor or attitude of the patient himself, 
the fee involved, or the prospect of advantageous 
business connections may sway his judgment, 
even though subconsciously. 

The estimation of permanent impairment is 
not simple, and even with the aid of precise 
instruments of mensuration, it often cannot be 
reduced to mathematical exactness. A fair rat- 
ing depends, first of all, on a careful history, 
thorough examination, reliable records, and a 
well-grounded knowledge of the subject; it also 
depends upon an unbiased and impartial attitude 
on the part of the surgeon. Experience reveals 


that many cases have improved with the return 
to activity that follows settlement of claims, re- 
minding us that conclusions as to permanent dis- 
ability should not be hastily drawn. 


Furthermore, we should remember that the 
work of disability rating is perhaps seen, re- 
viewed, and criticized more frequently by others 
than any other part of the surgeon’s work. Con- 
siderable responsibility is thus thrust upon the 
surgeon rating disability; he must be fair to 
both sides and, at the same time, uphold his 
own integrity and the honor of his respected 
profession. 


Discussion 


Dr. R. M. Burns, St. Paul: Dr. Henry has presented 
a very instructive discussion on some of the unusual 
problems involved in rating industrial disabilities. His 
statement that “The conscientious surgeon usually ar- 
rives at a fairly uniform result in rating disabilities” is 
true and encouraging. 

It is well when rating disabilities for one to keep 
in mind the purpose of the law. A New York Court 
Dispatch states concisely the purpose: 

“The plain purpose of the Compensation Law is to 


make the risk of the accident one of the industry it- 
self, to follow from the fact of the injury, and hence 
that compensation on account thereof should be treated 
as an element in the cost of production added to the 
cost of the article and borne by the community in gen- 
eral.” 

The phrase “borne by the community in general’ is 
of prime importance and should be carefully con- 
sidered. Frequently, doctors, lawyers and others lose 
sight of this fact and imagine that they bear the bur- 
den of the law. In the end, the public pays. 

Referees and commissioners want estimates of the 
loss of function expressed in concrete terms. They 
want the relationship between the injured part and 
the normal part expressed in terms of percentage. They 
do not want the estimate to be a guess and after all 
there is no reason why it should be a guess. 


There are a number of good articles on the sub- 
ject of rating and there are textbooks which are of as- 
sistance but we should not pay too much attention to 
schedules or textbooks. These are to be used as guides 
and not dictators in rating disability. The law does 
not demand that the rating be done according to any 
particular system or to the teaching of any particular 
authority. 

I am sure that Dr. Henry hit the nail on the head 
when he said, “A fair rating depends first of all upon 
a careful history, thorough examinations, reliable rec- 
ords, and a well-grounded knowledge of the subject,” 
to which I add, competent consultation. 

The rating of industrial disabilities, particularly in 
the variable and difficult cases is no one-man’s jom. 
The aggravation of existing diseases may easily in- 
volve every phase of medicine. Such conditions as 
Kienboeck’s disease, arthritis, and malignancy imme- 
diately call for consultations from the roentgenologist 
and the pathologist. 


An accurate diagnosis of the present injury and 
of the concurrent pathology are indispensable. A false 
conception of the patient’s physical condition at the 
start will give trouble all through the case. 

I wish to re-state Dr. Henry’s closing remark: “Con- 
siderable responsibility is thus thrust upon the surgeon 
rating disability; he must be fair to both sides, and 
at the same time uphold his own integrity and the 
honor of his respected profession.” 


Every doctor should feel happy when his estimates 
have been declared satisfactory. He should also feel 
chagrined when he finds his estimates have been de- 
clared to be at variance with ordinary common sense. 
He must always bear in mind the interests of the 
employee, the employer and “the community in gen- 
eral.” 
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SURGICAL CLINICS OF EUROPE 
Some Personal Observations Made in 1937, 1938 


LOUIS SPERLING, M.D.* 
Minneapolis, Minnesota 


yy mm making a tour of the clinics of 

western Europe, I was impressed by the 
friendly reception accorded American visitors, 
especially by those men who had visited in the 
United States. I was also impressed by the 
progress being made in the modernization of 
hospitals and by the attempts to carry out re- 
search in spite of obvious financial difficulties, 
and, in some places, in the face of political in- 
terference. There is a distinct effort being made 
throughout Europe to do good research. This is 
particularly true in the British Isles. I liked 
especially the clinics of England, Scotland and 
particularly those of the Scandinavian countries. 
The Scandinavian clinics now occupy the high 
position formerly held by the German and Aus- 
trian universities. 


The British Isles 


In London, I was fortunate in meeting Profes- 
sor George Grey-Turner, chief of surgery at the 
British Post Graduate Hospital. The British 
Post Graduate Hospital is the newest and best 
equipped hospital in London. Here, graduate 
education in surgery is carried out in much the 
same manner as it is in our own centers for 
postgraduate study. In spite of being at the 
retirement age, Professor Grey-Turner came 
from Newcastle to assume the responsibilities 
of teaching in the surgical service at this hospi- 
tal. 

The ward rounds were most interesting and 
instructive. There were several cases of carci- 
noma of the esophagus in which radical resec- 
tion by stages was being demonstrated. Such a 
case, operated on by Professor Grey-Turner in 
1932, survived for nineteen months, succumbing 
subsequently to intercurrent nephritis. Carci- 
nomas of the tongue are treated by teleradia- 
tion, followed in eight weeks by radical surgery 
if there is no marked decrease in the size of 
the lesion. The incision is made across the 
cheek, splitting the mandible if necessary. A 
Crile neck dissection is done if the nodes are 
involved. The Newcastle incision for acute ap- 


*From the Department of Surgery, University of Minnesota. 
Minneapolis, Minnesota. 
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pendicitis, popularized by Professor Grey-Turn- 
er, is the same as the McBurney incision except 
that the internal oblique muscle is cut, giving 
better exposure. In contrast to the policy at the 
University of Minnesota hospitals, every case of 
acute appendicitis is operated upon regardless 
of the stage of the disease. 

The treatment of perforated ulcer was dis- 
cussed at a meeting of the Royal College. The 
opinion, at this session, was that a conservative 
measure, i.e., simple closure, was the treatment 
of choice. Professor Grey-Turner reported 365 
cases of perforated peptic ulcer. In this series, 
the total mortality was 15 per cent; 267 cases of 
twelve-hour history had a mortality of 8.6 per 
cent; 119 cases, with only a six-hour history, 
carried a 3.6 per cent mortality. Professor 
Grey-Turner questioned the permanency of the 
results of splanchnic resection for hypertension. 


Mr. A. J. Watson, in charge of the department 
of orthopedics, is an ardent exponent of manipu- 
lative surgery. His attitude is typical of a large 
number of British orthopedists. He 
strated the Hey-Groves apparatus for pegging 


demon- 


fractures of the neck of the femur. By its use, 
only a small incision is necessary and good re- 
duction is obtained. The only objection is that 
the procedure requires the insertion of a sharp 
nail dangerously close to the femoral artery. 
Mr. Watson-Jones of Liverpool later told the 
writer of a case in which he had punctured the 
femoral artery with this instrument. 

Sir James Walton, at the London Hospital, 
is one of the few. English surgeons who prefers 
the conservative operation of gastro-enterostomy 
for peptic ulcer, reserving gastric resection for 
the few cases in which complications follow the 
first operation. 

Guy’s Hospital, like all large London hospi- 
tals, has its own medical school. The students 
have two years preliminary training in the basic 
sciences, then go directly into a three-year clini- 
cal period. There is nothing corresponding to 
our internship. Practice is allowed after com- 
pletion of the hospital work, but there is the 
opportunity to become a resident in the hospital 
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in surgery, medicine or the specialties for a pe- 
riod of six months to a year. Mr. Ogilvie of 
Guy’s Hospital, like the vast majority of con- 
tinental surgeons, is an advocate of subtotal 
gastric resection for peptic ulcer. 

At St. Bartholomew’s Hospital, Professor J. 
Patterson-Ross did an orchiopexy, anchoring the 
testicle in the scrotum on the opposite side of 
the septum. He stated that he had previously 
done a Keetly-Torek type of operation but had 
abandoned it in favor of this procedure. He is 
still doing total thyroidectomy on patients with 
angina pectoris. He also illustrated the con- 
servative treatment of carcinoma of the breast 
with radium needles alone, recently described 
by Keynes, who claims 30 per cent cures over a 
five-year period ; this percentage is the same as it 
was in previous years when radical surgical pro- 
cedures were employed.. There is considerable 
interest in peripheral vascular diseases at St. 
Bartholomew’s. Conservatism is the rule in the 
surgical treatment of diabetic gangrene. Ar. 
teriograms, showing two types of Buerger’s dis- 
ease, were demonstrated: one with major occlu- 
sion of the popliteal artery or its branches, the 
other with peripheral arteritis. Most of the 
cases of Buerger’s disease are being subjected 
to lumbar sympathectomy. A new unit for x- 
ray therapy at this hospital overshadows even 
our supervoltage machines. It has a maximum 
capacity of 1,600,000 volts. 

In Liverpool, I visited with Mr. Watson- 
Jones, one of the younger English orthopedists, 
who has taken over much of Sir Robert Jones’ 
work. He, like Professor Archibald Young, is 
opposed to skeletal traction, especially through 
the condyles of the femur or through the olec- 
ranon because of the commonly attendant 
complications in the knee and elbow joints. He 
insists that the whole of the semilunar cartilage 
should be excised and prefers to make a small 
posterior incision if necessary. Visco paste 
dressings (Unna’s paste) are applied after the 
removal of plaster casts. Instead of an iron 
walking caliper, a rubber sponge is incorporated 
in the walking cast. Arthrodesis of the hip joint 
with a nail is advised for severe osteo-arthritis. 
There is, subsequently, surprisingly little disa- 
bility in spite of the stiff hip. 

In Edinburgh, Sir John Fraser and the late 
Sir David Wilkie were in charge of surgical 
services at the Royal Infirmary. They were us- 
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ing a combined streptococcus and gas bacillus 
serum in appendiceal peritonitis. For burns, 
both Fraser and Wilkie used 1 per cent rosanilin 
dye followed by 10 per cent silver nitrate. In 
his new experimental laboratory, Sir David 
Wilkie demonstrated his method of making 
massive block sections of whole organs. By 
this method, in a large series of cases, he was 
able to demonstrate areas of tuberculosis in every 
kidney in which tubercle bacilli were isolated 
in the urine. He showed me some specimens 
of resected carcinomas of the rectum together 
with the lymph nodes from which massive block 
sections had been made. At Wilkie’s surgical 
seminar a paper was presented by Light, of 
Toronto, who discussed the increase from .2 per 
cent in 1931 to .9 per cent in 1936 of pulmonary 
embolism in Toronto. Forty per cent of all 
patients with postoperative pulmonary embolism 
had had, and 12 per cent of all operations had 
been done under spinal anesthesia. A surpris- 
ingly high percentage with pulmonary embolism 
had had no operation but had succumbed to this 
condition while lying in the medical wards. He 
discussed the significance of the recent adop- 
tion of Gatch beds in the hospital, which, by 
virtue of making the patient more comfortable, 
made it less necessary for him to move about in 
bed: There was also an interesting paper by 
Engel, a German refugee, who is working on 
the permeation of dyes through synovial mem- 
branes of joint surfaces. He demonstrated that 
acid dyes permeate the joint because of their 
smaller molecular structure and lipoid solubility. 
Basic dyes do not come through because they 
are lipoid-insoluble. 

Intratracheal anesthesia is very popular in 
Scotland. Anesthesia in the British Isles is 
always administered by a physician anesthetist. 


In Aberdeen, Professor James Learmouth, for- 
merly of the Mayo Clinic, was very much inter- 
ested to know what was going on in Minnesota. 
His associates, Mr. Anderson and Mr. Smith, 
are in charge of surgical services in the New 
Aberdeen Infirmary. I had the opportunity to 
see several cases of intestinal obstruction and to 
set up an apparatus for decompression of the 
bowel by nasal suction siphonage. Professor 
Young, of Marshall College in Aberdeen, is very 
much interested in pressure changes in osteo- 
genic sarcomas and believes in surgical decom- 
pression of the bone to prevent distant metasta- 
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sis. In the wards of the Aberdeen Infirmary, 
there were several cases of fractured patella in 
which the entire patella had been removed with 
apparently good results. 

In Glasgow, Professor Archibald Young, chief 
of surgery at the Western Infirmary, had been 
nailing fractures of the neck of the femur since 
1924. He reduces many fractures by the open 
method, and, although he is quite liberal in the 
use of internal fixation with metal appliances of 
all sorts, he does not favor any type of skeletal 
traction. 

France 


The French surgeon works without the aid of 
a scrub nurse or an extra assistant and does 
quite well, despite what would appear to us to 
be great handicaps. The charity hospitals of 
Paris are very poor; the wards are crowded. 
Most of the hospitals in France are run by the 
State, which spends too large a proportion of 
its income on armaments to permit very elab- 
orate hospital facilities. The latter is likewise 
true of Germany and Italy. Only in France 
are Reverdin needles used. Spinal anesthesia by 
the Jones method with percain 1-1500 is the 
anesthesia of choice. General anesthesia is 
usually induced with ethyl chloride. In amputa- 
tion for diabetic gangrene the stump is left open 
with skin traction on the flaps. Healing is not 
delayed and complications are avoided. Leibovi- 
cei, in Cosset’s Salpetriere Clinic, is doing one 
stage abdomino-perineal excision for carcinoma 
of the rectum, leaving the patient with a sacral 
(perineal) anus. 

In Strassbourg, Professor Fontaine, at the 
Leriche Clinic, is producing hypertension in dogs 
by resection of the carotid sinus and a portion 
of the vagus nerve. For the first time, I saw 
suction cups applied to the chest in postoperative 
respiratory complications. Several cases of asth- 
ma were relieved by injections of the stellate 
ganglion with novocaine. Sympathectomy was 
almost a routine procedure in all cases of Buer- 
ger’s disease and often was a preliminary proce- 
dure in amputations for diabetic gangrene. The 
anterior approach for the removal of the stel- 
late ganglion is still preferred. 


Holland 


The hospital of the University of Leyden is 
organized much like the University Hospitals 
are here. The chief of the surgical service is 
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Subtotal resections of 
the stomach for peptic ulcer are done with only 
a 3 per cent mortality. Cases of very painful 
arthritis of the hip joint are treated by section 
of the obturator nerve or by spraying the nerve 


Professor Suermondt. 


repeatedly with ethyl chloride. Varicectomy is 
still being done for varicose veins. Injection 
of varicose veins is not carried out in this clinic. 
For cardiospasm, an operation similar to the 
Ramstedt-Fredet procedure in hypertrophic py- 
loric stenosis is done, cutting the muscle fibers 
down to the mucosa of the esophagus and stom- 
ach. 

At the Hague, Professor Michaels has re- 
placed Professor Jans Schoenmaker, who is now 
retired. 

Professor Nordenbros is in charge of the 
surgical department of the new Wilhelmina 
Hospital in Amsterdam. He is using the fibula 
for fusion osteosynthesis of fractures of the 
neck of the femur and for bone grafts elsewhere. 
The treatment of appendicitis there is much like 
that in our own University Hospitals. In 
fact, he is one of the few in Europe who advo- 
cates conservative treatment of perforated ap- 
pendictis with peritonitis. 


Sweden 


The largest clinics in Sweden are located in 
Lund, Stockholm, Uppsala and Géteberg. These 
University clinics are among the most progres- 
sive in Europe. They are financed by the gov- 
ernment and seem to have sufficient funds for 
research and new equipment. State medicine is 
well organized in Sweden. Most of the doctors 
are apparently well satisfied with the system. 
Everyone is eligible for care at the county and 
municipal state hospitals at the cost of less than 
$1.50 a day. The physicians are paid by the 
state and may, of course, have private practices. 

At the University of Lund, Professor Petren 
is in charge of a surgical division of 225 beds. 
The hospital was built in 1888 and has had 
several new additions. A new unit is now being 
added by the government. Professor Petren 
has not been won over to the Johannson method 
for fractures of the neck of the femur, prefer- 
ring to treat them by a Whitman cast or skeletal 
traction. Here, I saw a child, eight years of 
age, with acute cholecystitis with stones. In 
the southern part of Sweden, there is a very 
definite goiter belt which is similar to our Great 
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Lakes region. Osteomyelitis is a very rare 
occurrence in this part of Sweden. 

Professor Sven Johannson in Goteberg was 
kind enough to demonstrate his operation for 
internal fixation of fractures of the neck of the 
femur and allowed me to make some motion pic- 
tures of the procedure. Postoperatively, his pa- 
tients are kept in a semi-Trendelberg position 
for a week to minimize the danger of throm- 
bosis. Amputated stumps are left open in cases 
of diabetic gangrene. He showed a case in 
which he had made a serviceable thumb for a 
boy by implanting a tibial bone graft into the 
first metacarpal and covering it with a pedicle 
graft from the abdominal wall. Like Leriche, 
he advocates peri-articular injections of novo- 
caine to facilitate early active motion in frac- 
tures involving joints. Several cases of ad- 
vanced carcinoma were being treated with fever 
therapy. 

The Radiumhemmet, in Stockholm, is headed 
by Professor Berven, who visited here in 1933. 
The institution was formally opened in October, 
1937, and has 130 beds for cancer patients only. 
It is supported by the King Gustav Fund of 
5,000,000 kronen. There is available eleven grams 
of radium; five grams are in one bomb, three 
grams in another, and three grams are utilized 
for radium needles, etc. There are eight new 
machines of 200,000 voltage for deep x-ray ther- 
apy. Next to the Memorial Hospital, in New 
York City, the Radiumhemmet has more ra- 
dium than any other cancer institute. Until 
two years ago, all patients receiving radium 
therapy had to be treated at the Radiumhemmet. 
Since then two similar but smaller radium in- 
stitutions have been established, one at the Uni- 
versity of Lund and the other in Goteberg. At 
the Radiumhemmet there are separate buildings 
for the study of the physical and the chemical 
properties of radium. Carcinoma of the tongue 
and mouth are being treated with teleradium. 
Fifty per cent of all cases of cancer of the 
mouth, pharynx and larynx seen at the Radium- 
hemmet are in young women. Swedish medical 
authorities associate this with the fact that sim- 
ple achlorhydric anemia or “Plummer Vinson 
syndrome” is common in Sweden. Pipe smok- 
ing, which is very common among Swedish wom- 
en, may also be a factor. 

Professor Einar Key, “Dean of Swedish surg- 
ery,” is now retired, his position being filled by 
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Professor John Hellstrom. Professor Key is in 
private practice and is supervising the building 
of the new Karolina hospital in Stockholm. Pro- 
fessor Hellstrom, at the Maria Hospital, is do- 
ing much urology, although he is chief of gen- 
eral surgery. He demonstrated a patient ninety- 
one years of age, in whom he had nailed a 
fracture of the neck of the femur. To facili- 
tate the taking of blood, he is giving donors 
for transfusion small doses of Heparin. Papa- 
verine is used intravenously to relieve both renal 
and gallbladder colic, and is kept on the wards 
for emergency use in cases uf pulmonary em- 
bolism. Professor Olivecrona of Stockholm is 
the dean of neurosurgeons in Europe. Most of 
the younger men who are doing neurosurgery 
at the various clinics have been trained by him. 
Professor Nystrom, at the University of Upp- 
sala, is using a new, light-weight type of paper- 
glue cast, designed by Hulten, to immobilize 
fractures. 


Germany 

The operating rooms in the average German 
hospital are larger than our own. There are 
three or four operating tables in each room. 
Septic cases are strictly isolated and are usually 
operated upon in another part of the hospital. 
On the whole, asepsis is not carried out to the 
degree to which we are familiar. In many 
places neither caps nor masks are worn. If 
masks are used, they are of poor texture and 
material and are worn over the mouth alone. 

At the Charité Hospital in Berlin, I visited in 
Sauerbruch’s Clinic. Unfortunately, there was 
no opportunity to witness any chest surgery. 
While the assistants were properly attired with 
masks, caps, and gloves of “bona” rubber, the 
professor disdained these encumbrances. Eight- 
een cases of inoperable cancer of the rectum 
were reported cured (1934-1938) by Choual, the 
radiologist in Sauerbruch’s Clinic. The growth 
is exposed posteriorly through an incision and 
heavy doses of x-ray are applied directly to the 
tumor. 

In Hamburg, I spent several days at the Ep- 
pendorfer Krankenhaus with Professor Kon- 
jetzny. The clinic is one of the oldest hospitals 
in Germany, built on the pavilion system in 1850. 
Konjetzny is probably more conservative regard- 
ing resection of the stomach for duodenal ulcer 
than anyone else on the continent. 
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Professor Lohr in Magdeburg has a surgical 
service of 300 beds in a 1500-bed hospital. He 
trust only “in God and cod liver oil,” and has 
done more to popularize the treatment with cod 
liver oil for burns and infections of all sorts than 
anyone else. Professor Lohr’s operation for 
chronic osteomyelitis is as follows: The infected 
bone is removed, the cavity is saucerized and irri- 
gated with saline solution to remove all bony 
particles, and then filled with 30 per cent cod 
liver oil ointment; no packing of any kind is 
left in the wound. The skin is closed loosely 
with interrupted silk suture. Zinc paste and cod 
liver oil ointment is spread over the skin and a 
cast is applied and left on for three or four 
weeks. The cast is bivalved as swelling usually 
follows such a procedure. In cases of acute 
osteomyelitis, he incises the periosteum only, fills 
the wound with cod liver oil ointment and puts 
on a circular plaster cast. The cast in the acute 
cases is not bivalved as swelling which usually 
is present decreases. Professor Lohr claims that 
75 per cent of cases of acute osteomyelitis 
treated in this manner heal without sequestrum 
formation. If sequestra do form, the usual rad- 
ical operation for chronic osteomyelitis is done 
after eight to twelve weeks. Large doses of cod 
liver oil are given by mouth in the treatment 
of peptic ulcer. He claims that the ulcer heals 
like any other wound (bathed in cod liver oil). 
Incidentally, the patients are kept in bed. He is 
also injecting a purified form of cod liver oil 
into arthritic joints claiming that it relieves pain. 
Several cases of ununited fractures of the tibia 
were treated by Beck’s multiple drill method 
with resection of a piece of fibula. Arteriograms 
of the brain are made by puncture of the in- 
ternal carotid artery. Professor Lohr demands 
clearer indications for gastric resection in cases 
of peptic ulcer than previously, and states that 
in the northern part of Germany there is a gen- 
eral swing toward conservatism in the manage- 
ment of peptic ulcer. 

In Leipzig, Professor Willy Rieder has suc- 
ceeded Payr as chief of the largest surgical 
clinic in Germany. Rieder is one of the young- 
est and most progressive chiefs of clinics in the 
Reich and is very cordial to visitors. The frac- 
ture service is very large and patterned after 
that of Boehler’s in Vienna. Rieder is an excel- 
lent operator. A carcinoma of the gallbladder 
was resected together with a portion of the liver. 


Marcn, 1939 


He anchors the peritoneum to the skin edges to 
protect the wound from contamination. All 
laparotomy wounds are covered with an electric 
light cradle lamp instead of dressings. Buer- 
ger’s disease is treated by sympathectomy. 
Thirty-three cases of ten-year follow-up were 
presented; 40 per cent of these were back at 
work. 

Professor Georg Magnus has come to Munich 
from Berlin to succeed Lexer who has recently 
died. He is in disagreement with Boehler re- 
garding the treatment of fractures generally 
and especially of fractures of the spine. He 
prefers to have his patients lie in bed without 
reduction for six weeks and then to get them 
up without braces. He claims good results in a 
high percentage of cases. Fractures of the neck 
of the femur are treated by wire traction reduc- 
tion only. ~ 

The new surgical hospital in Tiibingen is one 
of the most modern hospitals in Germany. It 
was completed five years ago under the super- 
vision of Professor Kirschner who is now in 
Heidelberg. At Tiibingen, Professor Kirschner 
has been succeeded by his pupil, Professor 
Willie Usadel, who demonstrated Kirschner’s 
method of spinal anesthesia in which spinal fluid 
is replaced by air. He also showed Professor 
Kirschner’s apparatus for local anesthesia by 
pressure infiltration. Professor Usadel is en- 
thusiastic about getting patients up immediately 
after operation and advocates setting-up exer- 
cises in bed beginning the second postoperative 
day. He has gone back to the two stage proce- 
dure for the removal of carcinoma of the rec- 
tum. Professor Usadel is of the opinion that 
antiserum is of definite value in appendiceal 
peritonitis. He uses a light weight steel support 
to re-inforce plaster spica casts. For Buerger’s 
disease, he gives a papaverine preparation in- 
travenously, and follows this with sympathec- 
tomy. 

At Heidelberg, I found that Professor Kirsch- 
ner was in Berlin on military duty. A new hos- 
pital being built for him by the government is 
still not complete. Kirschner’s operation for 
perineal prostatectomy and his procedure of ful- 
guration of the Gasserian ganglion for trigem- 
inal neuralgia were demonstrated by his Ober- 
Artz. The Gasserian ganglion has been fulgu- 
rated in over 300 cases of neuralgia with satis- 
factory results. The apparatus for x-ray control 
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of this procedure has been developed to a fine 
degree. 


Austria 


I think that asepsis in Professor Wolfgang 
Denk’s Clinic in Vienna is superior to that in 
any central European clinic. Professor Denk 
uses muscle tone tests as an index of the pa- 
tient’s general resistance and of his ability to 
withstand a major operation. There has been 
no diminution in the number of gastric resec- 
tions done in Viennese clinics for peptic ulcer. 
In gastric resections for carcinoma, all of the 
greater omentum is removed together with the 
lesion. Felsenreich, in charge of fractures in 
Denk’s clinic, is especially interested in osteo- 
synthesis in fractures of the neck of the femur. 
The nail he uses is somewhat larger than the 
Smith-Peterson nail. He has had some excel- 
lent results and has summarized his cases in a 
recent book. 


Professor Finsterer, who is still very active, 
does gastric resection even in cases of bleeding 
duodenal ulcer. He has resected sixty-four 
such cases with only four deaths. These deaths 
were from pneumonia. In young individuals, 
he prefers the Haberer type of subtotal resec- 
tion and thus removes less of the stomach. He 
has had one death in a series of thirty-three 
cases of perforated peptic ulcer in which he did 
subtotal gastric resection. He has a total of 
twenty-one cases of total gastric resection. Five 
of his cases are still alive. He resects carci- 
noma of the rectum in one stage and states that 
he has done 210 cases in which he has been able 
to preserve the sphincter. The rectal sphincter 
is preserved in 60 to 70 per cent of his cases by 
a one stage operation with anastomosis of the 
proximal colon to the rectum just above the 
sphincter 

Boehler, at the Unfall Krankenhaus, is an 
enthusiast over complete immobilization for in- 
fections and treats even potentially infected 
wounds by immobilization in plaster casts— 
methods which have been in use at our Univer- 
sity hospitals for some years. He treats frac- 
tures of the shaft of the femur by skeletal wire 
traction through the tibial tuberosity for four 
weeks, and then skin traction of the thigh and 
leg by means of Unna’s paste bandage traction. 
He is most impressive in his treatment for com- 
pression fractures of the spine. These frac- 
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tures are reduced immediately under local anes- 
thesia by forceful reduction and then a non- 
padded plaster body cast is applied. In cases 
with paralysis, he reduces the fracture and says 
he has found it unnecessary to do laminectomy. 
The duration of fixation depends on the angle 
of the deformity of the fracture line. If there 
has been a 12° deviation, the plaster is left on 
for twelve weeks, if 20°, the plaster is left on 
for twenty weeks. The plaster applied is always 
nonpadded. Patients are allowed to be up and 
about immediately and started on active exer- 
cise. He always has a half dozen cases on hand 
who go through a regular circus type of exercise 
doing acrobatic stunts which patients with nor- 
mal backs could not perform. Boehler is def- 
initely opposed to any form of physiotherapy 
such as baking and massage and says this type 
of treatment promotes bone atrophy, skin dis- 
coloration and stiffness of the joints. He is a 
firm advocate of active motion only. He uses 
no type of gas or tetanus antiserum and has seen 
only one death from gas gangrene in 5,000 cases 
of compound injuries. This one death followed 
injury of the popliteal artery. He has had four 
cases of tetanus in 40,000 cases of injury with 
only one death. ; 

In Budapest, Hungary, Professor Novak pre- 
sented ten cases of esophagoplasty which he had 
done for stricture of the esophagus following 
burns. He first does a Witzel gastrostomy and 
four to six months later implants the distal end 
of a loop of the jejunum into the stomach and 
the proximal end into the abdominal wall in the 
epigastrium. Then the esophagus is sectioned 
and brought out to the left side of the neck and 
eventually a skin flap tube is made to connect 
both fistulas. 


Switzerland 


In Basel x-ray therapy is advocated by Pro- 
fessor Henschen for all types of infections. 
Routine x-ray therapy (1/5 skin unit) is rec- 
ommended as prophylaxis for thrombophlebitis. 
In Professor DeQuervain’s clinic in Berne, pro- 
phylaxis against thrombophlebitis is attempted 
by injection of a solution of Heparin into the 
wound. For hemostasis in hemophilia, an ex- 
tract of thyroid tissue (colloid goiter) is being 
injected. Another hemostatic, manetol (Bayer), 
is an extract of nerve tissue of the brain and 
spinal cord of the guinea pig. In Zurich, pro- 
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gynon is being used in the treatment of Buer- 
ger’s disease by Clairmont. DeQuervain is now 


at retirement age and will be succeeded by 
Mattis. 


Italy 


Putti’s Clinic is situated high on a hill over- 
looking Bologna and is one of the oldest hos- 
pitals in Europe. It has been modernized re- 
cently and has beautiful wards and ultra-mod- 
ern equipment. With new technique, x-rays are 
developed within seventeen seconds in the oper- 
ating room, obviating the need of fluroscopy. 
The Italian officers who sustained wounds of 
the bones and joints in the Ethiopian and Span- 
ish wars are cared for in this clinic. 


I visited Professor Ascoli, surgical director of 
the Forlanini Institute in Rome. This new in- 
stitute, recently built by Mussolini, has 1,400 
beds for the treatment of tuberculosis; the sur- 
gical division has over 200 beds. Every visitor 
is proudly escorted through the entire building, 
which is one of the most modern institutes in 
all Italy. Professor Ascoli advocates anterolat- 
eral thoracoplasty, doing a phrenic exeresis with 
resection of the fourth, fifth and sixth ribs 
through a lateral approach. Two weeks later the 
upper stage is done through an upper axillary 
incision. 

Comment 


Anyone who has had the necessary funda- 
mental training and preferably a certain amount 
of postgraduate experience, cannot fail to gain a 


great deal from a visit to foreign surgical clinics. 
I would recommend, however, that most of the 
time be spent in the British Isles and in the 
Scandinavian countries. There the friendly re- 
ception and hospitality is better than it is in cen- 
tral Europe which has been over-run in the 
past by those seeking postgraduate training. The 
language difficulties which beset the average 
traveller are also less bothersome in northern 
Europe. English is taught throughout the Scan- 
dinavian countries and is spoken in all of the 
clinics. It is my impression that clinical and 
experimental research in the British Isles and 
the Scandinavian countries is now on a higher 
level than that in the rest of Europe. Nowhere, 
however, is such a vast amount of work being 
carried out as in our own universities and large 
clinics. A brief sojourn of a week or ten days 
in each clinic is to be preferred to a longer stay 
in any single place. This is particularly true 
if the traveller has had sufficient postgraduate 
training or experience to be able to evaluate the 
differences in methods and personalities of the 
various men visited. 

Although the keen observer will note much of 
value to him he will also disapprove of many 
procedures as he sees them carried out abroad. 
He should, however, refrain from too critical 
comparisons. He will come to appreciate, I am 
sure, our own advanced status in equipment, 
methods and asepsis, and will realize how valu- 
able and important it is to be free from the 
political interference that the medical profession 
is forced to endure throughout most of Europe. 





INDICATIONS FOR CESAREAN SECTION* 
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Duluth, Minnesota 


| > to perfection of surgical technic during 

the past few decades there has developed 
a false sense of security in the cesarean section 
operation. The indications have been widened 
to keep pace with this progress in surgical de- 
velopment to the point where almost any ob- 
stetrical complication which is not readily cor- 
rected becomes in some parts of the country an 





*Read before the Northern Minnesota Medical Association, 
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indication for an abdominal section. Williams 
and Stander, as well as many other writers, are 
of the opinion that there are too many cesarean 
sections performed for insufficient indications. 
An operation which carries a mortality of 4.1 
per cent, as shown by Lynch in a recent survey, 
must be given due consideration and rigid limita- 
tions. The fact that the mortality in the hands 
of experts is as low as any abdominal operation 
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does not justify the operation without a very 
definite indication. 

The indications for cesarean section are con- 
sidered as absolute or relative. The absolute 
indication is one in which a living fetus cannot 
be delivered through the birth canal, while the 
relative indication is one in which the fetus may 
be delivered through the birth canal, but its 
chances of survival, as well as that of its mother, 
are increased when cesarean section is performed. 


Disproportion 

A contracted or a deformed pelvis, in which 
either the inlet or the outlet is so small as to 
prevent the delivery through the birth canal, is 
an absolute indication for cesarean section. There 
is much variation in the size of pelves, as well as 
in the size of passengers, and therefore one 
must exercise judgment in determining whether 
or not delivery is possible through the birth 
canal. A patient with a justo minor pelvis and 
a large baby may be a candidate for a section, 
while it is probable that a small baby would de- 
liver normally through the same pelvis. The 
simple process of determining the pelvic meas- 
urements and the size of the fetal head will 
usually indicate whether or not cesarean section 
is necessary. The cases of disproportion in 
which the indication is not definite should all 
have a real test of labor before abdominal de- 
livery is decided upon. 


Hemorrhagic States 


This group of indications is composed of con- 
ditions in which the blood loss may be great, 
thereby increasing the hazard for both mother 
and child. They are usually emergency condi- 
tions and demand immediate treatment. Placenta 
previa is an indication when the hemorrhage is 
severe and the condition of the cervix is such 
that the bleeding cannot be readily controlled 
or the delivery completed rapidly from below. 
Various groups of statistics show conclusively 
that the maternal and fetal mortality are reduced 
when cases of placenta previa with severe hemor- 
rhage and undilated cervix are treated by 
cesarean section. Placenta previa, abruptio 
placente or a ruptured uterus may bleed so 
severely as to indicate abdominal delivery in 
spite of the fact that the fetus is dead. The 
latter two conditions also sometimes require the 
removal of the uterus. 
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Obstructing Lesions 


Among the obstructions to the birth canal 
which may indicate an operative delivery through 
the abdomen are fibroids in the lower uterine 
segment, ovarian cysts or dermoids, previous 
surgical procedures, carcinoma of the cervix, 
rigid cervix and acute edema of the vulva. One 
is often surprised, however, at the change in 
the position of a fibroid during the first stage of 
labor as the lower uterine segment is pulled up- 
ward over the presenting part. Previous surgical 
procedures, such as high amputation of the cer- 
vix and certain fixation operations of the uterus, 
may contraindicate normal delivery. In elderly 
nullipara one occasionally encounters a rigid 
cervix which will not thin out or dilate readily. 
While there is much difference of opinion as to 
the procedure to be followed, most obstetricians 
are agreed that a test of labor should be allowed 
and continued as long as there are no indications 
of maternal or fetal distress. Many of these 
patients will deliver normally if given a chance. 
Mengert reports that in nine and a half years’ 
experience at the University of Iowa there was 
not a single instance in which rigid cervix was 


“given as an indication for cesarean section. It 


is important in these cases to conduct the labor 
in such a manner that an abdominal hysterotomy 
does not become contraindicated. 


Previous Distocia 


A patient with a history of two or three 
previous difficult labors, ending in death of the 
fetus, may well be a candidate for cesarean sec- 
tion, and it is best performed at the time of elec- 
tion. The x-ray study of the bony pelvis may be 
expected to give more information in some of 
these cases in the future. 


Previous Cesarean Sections 


“Once a cesarean always a cesarean” is not 
true unless the operation has been performed 
for an absolute indication. The previous indica- 
tion may not be present during a subsequent 
pregnancy. If the puerperium following the 
section was afebrile, and there is every reason to 
believe there was good healing of the uterine 
wound, the patient may be allowed to go into 
labor, but should be watched closely in a hospital 
and immediate operation carried out if weakness 
or rupture of the uterine scar becomes apparent. 
However, elderly nulliparas, in whom previous 
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myomectomies have been performed, should not 
be allowed to go into labor. . They are more apt 
to have a ruptured uterus than a patient with 
a previous section. 


Malpositions 


Abnormal positions of the fetus or the present- 
ing part occasionally indicate interference in the 
way of abdominal delivery. Transverse posi- 
tions, brow and face presentations, often cause 
a difficult prolonged labor, with considerable 
danger to the child. Each case must be judged 
on its own merits, but fundamental knowledge 
and skill in obstetrical procedures will overcome 
or correct many of these malpositions without 
resorting to radical operative measures. 


Medical Complications 


Heart disease and tuberculosis are very rarely 
justifiable indications for cesarean section. Prop- 
er treatment, with the assistance of a competent 
internist, during the pregnancy, is of primary 
importance. Forceps delivery, as soon as dilata- 
tion is complete, will conserve the patient’s 
energy by avoiding the expulsive effort during 
the second stage of labor. 

Before the use of insulin it was common 
knowledge that the fertility of diabetic women 
was low. At the present time, however, we are 
seeing more diabetic mothers going through 
pregnancy, and it has presented a problem which 
is not yet generally recognized. Diabetic mothers 
are known to have a high fetal death rate. The 
babies are practically always much overweight, 
predisposing to a difficult and prolonged labor, 
during which they often succumb. Priscilla 
White, Randall and Rynearson recommend the 
premature delivery of the infant of the diabetic 
mother by cesarean section during the thirty- 
sixth or thirty-seventh week of pregnancy. The 
immediate care of the infant is also very im- 
portant, to prevent postpartum death from hypo- 
glycemia. 

Rarely severe nervous disorders may be con- 
sidered as indications for abdominal section, 
especially where the labor may place an undue 
strain upon the mother. 


Toxemia 


Eclampsia is not an indication for cesarean 
section. Eclamptic patients do not tolerate shock, 
and statistics have proven repeatedly that better 
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results are obtained by conservative measures. 
Non-convulsive toxemias which do not respond 
to known measures of treatment and are ful- 
minating in character may be considered as prop- 
er indications, and are best performed under 
local anesthesia. 

The accompanying table is a résumé of the 
indications for cesarean section performed in 
St. Luke’s and St. Mary’s Hospitals in Duluth 
during the seven-year period from 1931 to 1937 
inclusive. 


TABLE I 
Number Per 
° cent 
Number of hospital deliveries......... 8,736 
Number of cesarean sections............ 95 1.08 
*Mortality following cesarean sections.... 1 1.05 
Indications 
1. Disproportion ‘ 
Comtemtted PelVls acceso ccccccsssccies Ze 6A 
2. Hemorrhagic States 
RE. OE hobo 5c since esurvadees 1313.65 
ee 7 7.35 
a ere 2 yA | 
S Peewee SO icc cacsciccccescadeans 1313.65 
SPE EI oi oki io ikcae sec acon 10 105 
DIE fe ng eo cece ehh 8 8.4 
6. Obstructing Lesions 
EEE “adc baanb erat askacmeaeenyees 4 4.2 
a ee 2 2.1 
Previous high cervical amputation .... 1 1.05 
Acute edema of vulva ............... 1 1.05 
7. Malpositions 
INI acs c3 5 denotes nin Bice NRO. 3 3.15 
REA verre eae en einer 2 1 1.05 
ee area ear a tetas fee 1 1.05 
WN os eticw cha tawewaccouneshobeeecs 3 3.15 
9. Medical Complications 
are: 3 3.15 
SCvere POUMMOOMIN 22.006... ccccecces 1 1.05 





*The one death was due to a ruptured uterus following 
soon after operation. 


Conclusions 


1. A plea is made for more conservatism and 
more definite and rigid indications for the per- 
formance of cesarean section. 

2. It is important to conduct a labor in such 
a manner that an abdominal operation does not 
become contraindicated. 


3. Sins of omission are still adding to the 
maternal and infant mortality in the treatment of 
placenta previa and diabetes. 

4. A fundamental knowledge of obstetrics 
and skill in obstetrical management will obviate 
many of the questionable indications for cesarean 
section. 


5. <A brief résumé of the indications for 
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cesarean section performed in Duluth for a 
seven-year period is presented. 
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PROGESTERONE IN THE TREATMENT OF HABITUAL ABORTION* 


S. B. PETERS, M.D. 


Silver Creek, New York} 


oto use of progesterone or corpus luteum 
containing extracts in the treatment of habit- 
ual abortion has a definite experimental founda- 
tion. It is too true, we all must agree, that the 
theoretical concepts of gynecologic endocrinol- 
ogy, when applied clinically, have proved very 
disappointing. There have been many optimistic 
claims advanced as to the values of hormones 
in the treatment of numerous disorders of the 
female genital tract, but few have met the test 
of clinical application. Many or most of them 
have failed dismally. However, in the past few 
years there have been certain and definite ad- 
vances in the field that even the more conserva- 
tive gynecologists are coming to recognize. 

We have but to review the work of Corner® 
and of Corner and Allen* at the University of 
Rochester to become convinced of the necessity 
of the presence of corpus luteum extracts or the 
chemically pure hormone itself to maintain preg- 
nancy in the rabbit. In the human being the 
corpus luteum of the ovary remains active un- 
til the fourth month of gestation, when it be- 
gins to degenerate slowly, until about the sixth 
or seventh month, when usually there remains 
little or no evidence of its presence. We know 
that the ovary containing the corpus luteum of 
pregnancy may be removed after the fourth 
month of pregnancy with only a small chance 





*Read before the Northern Minnesota Medical Association, 
Crookston, Minnesota, August 29, 1938. 
+The author formerly lived in Virginia, Minnesota. 
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of abortion or premature labor following. It is 
thought that the placenta takes over the manu- 
facture during the remainder of the pregnancy. 


We are indebted to the work of Fraenckel® 
in 1903, for the foundation of an important 
series of advances. He demonstrated that the 
removal of the corpus luteum of the rabbit re- 
sulted in absorption or premature expulsion of 
the fetus. Allen and Corner’ conclusively proved 
that progesterone is necessary for the conserva- 
tion of early pregnancy. Knaus’? and Manzi’? 
showed that progestin maintains the uterus 
in a state of quiescence during pregnancy and 
that the uterus becomes sensitive to preparations 
of the posterior lobe of the pituitary: when the 
influence of the corpus lutem declines. Hisaw* 
demonstrated the ability of progestin to nullify 
the effect of posterior pituitary extract. Estro- 
genic substance, on the other hand, sensitizes the 
uterus to the oxytocic principle of the pituitary, 
thus stimulating uterine contractions. Abortions 
have been produced in animals with excessive 
doses of estrogenic material. The method by 
which the estrogenic substance sensitizes the 
uterus to the oxytocic principle of the posterior 
lobe of the hypophysis is not clear. It is de- 
batable whether it stimulates an increased pro- 
duction of the hormone. 


Pratt** has shown that there is less than one 
international unit of progesterone in 40 grams 
of human corpus luteum and Bloch? has shown 
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that there is less than one unit in each of eight 
and twelve liters of sow’s blood. These observa- 
tions are interpreted to mean that production, 
utilization, and excretion are continuous and that 
there is little storage. More recently Venning 
and Browne," et al, at McGill, have formulated 
a method for quantitative determination of a 
substance, pregnandiol-glucuronidate, in human 
urine. Measurements of the excretion of this sub- 
stance have been made during the normal men- 
strual cycle and throughout pregnancy. This 
product is considered to be an excretion product 
of progesterone. They find from a short series 
of normal menstruating women that this prod- 
uct, pregnandiol-glucuronidate, is not excreted 
during the follicular phase of the cycle (the first 
fourteen days of a twenty-eight day cycle), but 
only in the luteal phase of the cycle. The time 
of onset of menstruation in their cases bears a 
definite relationship to the disappearance of this 
substance from the urine. That time is consist- 
ently two or three days. The presence of this 
substance does then correspond to the activity 
of the corpus luteum and further substantiates 
Pratt’s conclusion that production, utilization and 
excretion are continuous. 


Venning and Brown™ further find that during 
pregnancy the urinary output of pregnandiol- 
glucuronidate shows a definite increase usually 
beginning in the third or early in the fourth 
month and this output continues to rise from 
then until the eighth or ninth month. Within 
twenty-four hours of delivery the compound dis- 
appears practically completely from the urine. 
Patients who have a tendency to abort have a 
lower output than in the cases of normal preg- 
nancy studied. These observations are certainly 
in accordance with the principles set forth here- 
tofore that this substance, pregnandiol-glucuroni- 
date, is an excretion product of corpus luteum, 
that its precursor, the hormone corpus luteum, 
is not stored, that its production and utilization 
is parallel and equal, and that its lack would 
produce spontaneous abortion or premature la- 
bor. Substitutional therapy with the corpus lu- 
teum hormone or chemically pure progesterone 
should then seem indicated in cases of habitual 
abortion. 


I have had occasion in the past year to treat 
four cases of recurrent spontaneous abortion and 
carry them to term with delivery of normal liv- 
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ing infants. I will report these cases. The gen- 
eral method of treatment followed was the bi- 
weekly intramuscular injection of progesterone 
or corpus luteum extracts amounting to approxi- 
mately one international unit, as soon as the diag- 
nosis of pregnancy was made and up to and in- 
cluding the fifth month of pregnancy. There 
was one exception to this procedure which will 
be discussed in turn. In all cases the blood Was- 
sermann reactions were negative and nothing in 
the history, physical examination or laboratory 
data could be found to account for the abor- 
tions. 


Case No. 1.—A thirty-nine year old para 1, gravida 
4, whose first pregnancy terminated in a full term low 
forceps delivery of an 8% pound living normal male. 
The second pregnancy terminated spontaneously near 
the end of the third month, as did the third preg- 
nancy. The last menstrual period was March 6 and 
estimated date of confinement was December 13. This 
pregnancy, as were her previous pregnancies, was char- 
acterized by severe nausea and vomiting in the early 
months. The general physical examination was en- 
tirely negative, as were the laboratory examinations of 
the blood and urine. The blood Wassermann was 
negative. The patient was first seen when eight weeks 
pregnant. Three-tenths grain of the soluble extract 
of corpus luteum was given intramuscularly for the 
next three days with very marked improvement in 
the nausea and vomiting and the same dosage was 
given twice weekly for the subsequent eight weeks. 
The remainder of the prenatal period was uneventful, 
and the patient was delivered of an 8.5 pound living 
normal female infant, also by low forceps. 


Case No. 2.—A thirty-three year old para 1, gravida 
5, whose first pregnancy terminated in a full term nor- 
mal delivery in 1931. Her next three pregnancies ter- 
minated at four, three and three months respectively, 
by spontaneous abortions. The last menstrual period 
was July 27, 1937, and the estimated date of confine- 
ment was May 4, 1938. This patient, like the first pa- 
tient, complained of severe nausea and vomiting in the 
early months. There were also associated flashes and 
severe headaches. Two years previously she had un- 
dergone an operation for an ovarian cystadenoma and 
the left ovary was said to have been removed. Her 
previous menstrual history was normal. The general 
physical examination was essentially negative except 
for a well healed midline suprapubic operative scar. 
The blood and urine studies, as was the blood Wasser- 
mann, were negative. The patient was first seen when 
she was seven weeks pregnant and one international 
unit of progesterone was given intramuscularly and re- 
peated every other day for three doses. Then the 
same amount was given biweekly over a period of ten 
weeks, which corresponded to her fourteenth week of 
pregnancy. This patient also responded quite spectacu- 
larly in regard to the disappearance of her nausea 
and vomiting and associated symptoms. These diffi- 
culties were cleared up almost entirely after the third 
injection. The remainder of her pregnancy was un- 
eventful, and she was delivered of a 7.5 pound normal 
female infant, May 1, 1938. 


Case No. 3.—A twenty-three year old para 0, gravida 
3, whose first pregnancy terminated at the end of the 
third month at the time she would have menstruated 
normally. Her second pregnancy terminated spontane- 
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ously two years ago at the end of the third month, 
also when she would have normally menstruated. The 
last menstrual period for her third pregnancy was 
July 22, her expected date of confinement was April 
29. I first saw her on a home call, at which time she 
complained of spotting. This was about nine weeks 
after her last menstrual period. She was placed on 
bed rest and given one international unit of proges- 
terone for two successive days. She was then given 
the same dose two times weekly for the next six 
weeks. Her previous menstrual history was normal. 
Her general physical examination was negative, as were 
the blood and urine studies. The remainder of the 
pregnancy was uneventful with exception of the de- 
velopment of varicose veins in the legs, which were 
injected and responded well to treatment. She was 
delivered of a normal female infant on April 25, 1938. 


Case No. 4.—A twenty-three year old para 0, gra- 
vida 4, whose first pregnancy terminated at five months 
in premature labor with a stillborn infant; second 
pregnancy terminated at seven months with premature 
labor and a stillborn infant; third pregnancy terminat- 
ed at six months with premature labor and a still- 
born infant. There was nothing in her history to 
suggest diabetes, lues or hypothyroidism. The blood 
Wassermann had been negative on three previous occa- 
sions. Her previous menstrual history was regular and 
normal. Her last menstrual period was October 18, 
and her estimated date of confinement was July 25. 
Her general health appeared excellent. The general 
physical examination was essentially negative, as were 
the blood and urine studies. Basal metabolic rate 
done when first seen at 6 weeks following her last 
period was plus 5 per cent. The blood Wassermann 
was negative. Progesterone, one international unit, was 
given intramuscularly every two weeks from the eighth 
week to the fourteenth week, then once weekly from 
the fourteenth to the 36th week. Iron medication, high 
vitamin diet and general hygienic measures were in- 
stituted early in pregnancy and maintained through- 
out. 

The entire prenatal period was uneventful and the 
patient had a spontaneous labor and was delivered of 
a normal living 7.5 pound female infant July 24, one 
day from the estimated date. 


Other cases in the literature are as follows: 
Krohn, Falls and Lackner™ reported eight cases 
of habitual abortion in a series with threatened 
abortion in which was given 1 international unit 
of progesterone weekly up through the thirty-sec- 
ond week and each was terminated successfully 
at term. Kane® reported forty cases; ten had 
one living child each and then had aborted one 
to three pregnancies subsequently; twenty had 
had one previous abortion, fourteen had had two, 
four had had three, one had had four, and one 
had had six previous abortions. Out of this 
group there were but four failures; one preg- 
nancy ended at six months. In another a two- 
month fetus was expelled after five months of 
pregnancy and there was one abortion at two 
months and one at three months. Prolution 
(Schering) was used in his patients as follows: 
1/25 international unit was given every other 
day for ten doses. This was repeated at three- 
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week intervals up to the thirty-second week 
His patients received at the most just two inter- 
national units of the hormone. In addition each 
patient received one-half grain of desiccated thy- 
roid three times daily for four weeks and four 
grains of sodium iodide three times daily for two 
weeks following the thyroid medication. All 


medication was stopped at six months. In his: 


series of forty, Kane noted a definite increase in 
fetal abnormalities. Elden® reported a series of 
eight cases in which treatment was carried over 
a period of six lunar months and from ten to 
forty-four international units progesterone were 
used. Six of his cases were successful; two were 
failures. Of the six successes five had had at 
least three to five abortions and had carried 
none to term. One had had one living child, her 
first pregnancy, and three subsequent abortions. 
One failure was attributed to a Dudley operation 
on the cervix and occurred at the end of the 
fourth month, and the other had terminated in 
a premature labor at seven months, treatment 
having been stopped three months previously. 


The causes of habitual abortion are many and 
varied. The lack of the hormone produced by 
the corpus luteum is but one—chemic systemic 
disease, syphilis, nephritis, hypovitaminosis, hy- 
pothyroidism, defective decidual reaction and 
fetal malformation being a few of the other 
causes. 


It is reasonable to suppose that abortion 
would have occurred in some of the patients re- 
ported above if treatment had not been insti- 
tuted. The dosage at present is empirical. Kane 
used but two international units over a period of 
thirty-two weeks. Others have used almost as 
much as fifty international units. Elden and 
Wilson® have shown that very minute amounts 
can be used to control dysmenorrhea in selected 
cases. It is probable that much smaller doses 
than we used may prove efficacious. 

As to the period of medication it would seem 
logical, in view of Venning and Brown’s very 
excellent work on the output of pregnandiol-glu- 
curonidate to treat these patients until the eighth 
month, especially if a history of premature labor 
exists. 

No definite conclusions can be stated from so 
small a series of cases, even including those re- 
ported in the literature, but the speculation can 
be made that in progesterone we have a specific 


MINNESOTA MEDICINE 





it 


co; — (Om 


fe 


—_— we Ve Ue J 


= we 


baad 








for a certain type of quite common recurrent 
abortion and premature labor, a view which is 
corroborated by experimental studies. 
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HUMAN HEREDITARY DEFECTS* 


E. J. ENGBERG, M.D. 


Faribault, 


B* heredity is meant the transmission to indi- 
viduals of various specific, desirable or un- 
desirable, physical and mental qualities present 
in parents or more remote ancestors. 

It is important to know what conditions ap- 
pearing to be inherited are truly so, because many 
earlier ideas were wrong. We now know that 
syphilis and tuberculosis are not inherited, but 
are the result of direct infection. Congenital 
syphilis is the result of infection and not of in- 
heritance even if the effects of the disease are 
evident at birth. 

Harmful effects in the environment may im- 
pair the individual’s efficiency, and, if sufficiently 
severe, result in sickness, while the harmful ef- 
fects of inherited forces result in defects. These 
defects are numerous and many physicians have 
not fully recognized the important rdle played by 
inheritance in causing disabilities or freedom 
from them in man. 

It is surprising that before the knowledge of 
fertilization, the fundamental laws of inherit- 
ance were discovered by experiments conducted 
and analyzed by Gregor Mendel. His work was 
published in 1866, but no one grasped its tre- 
mendous importance until in 1900, when three 
botanists working independently demonstrated 
that his basic laws of heredity are active through 
the entire plant and animal kingdoms. The first 


*Presented before the Southern Minnesota a Associa- 
tion, Rochester, Minnesota, September 29, 
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Minnesota 


human case was that of a hereditary shortening 
of fingers and toes, reported in 1905.? 

Mendel worked with various types of garden 
peas, but it is easier to cite an experiment in ani- 
mal life as described by Dr. Otto L. Mohr,? Pro- 
fessor of Medicine, at the Royal Fredericks Uni- 
versity, Oslo, in his book, “Heredity and Dis- 
ease.” From this book the author, with the kind 
consent of the publishers, W. W. Norton and 
Company, Inc., has been permitted to use mate- 
rial for this paper. If we breed a pure-bred 
black rabbit with a pure-bred white, all the off- 
spring in the first generation will be black. If 
we breed these black rabbits together, however, 
we obtain in the next generation both black and 
white rabbits and these in a fixed ratio of three 
black and one white. Furthermore, when these 
white rabbits are bred together, all their offspring 
are white, but the black if bred together act dif- 
ferently, as one of them is pure-bred black and 
by inbreeding gives black only, while the other 
two black are hybrid and by inbreeding give 
black and white offspring, and again in the ratio 
of three black and one white. Furthermore, if 
the hybrid blacks are bred with their white 
brothers or sisters, they yield equal numbers of 
white and black. 

The explanation for the color present in the 
various rabbits in the experiment is that each 
rabbit carries two genes for color. In the pure 
black, both are for black coloring, while in the 
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Explanation of Chart 


I, II, III, Generation. 


Connecting horizontal line indicates marriage. 


F—Feeble-minded (Followed by (?) indicates no test, 
but described as mentally defective.) 

B—Borderline 

E—Epileptic 


Symbols: Male 0 


Female © 


Vertical descending line indicates offspring. 


I—Insane 


X—At some time in the State School for Feeble- 
Minded. 


D—Died in infancy 





GENERATION I 


1. The maternal grandfather was born about 1839 and 
was said to be feeble-minded. 

. His wife was described as both feeble-minded and 

epileptic. 

The first wife of the paternal grandfather died of 

brain fever at age thirty-three. 

The paternal grandfather is described in one record 

as “mentally fair.” 

The second wife was committed to the Fergus Falls 

State Hospital in 1887, but must have been released 

in a short time, as her next child was born in 1888. 

There is a question of feeble-mindedness here rath- 

er than insanity as she is described as “mentally 

inactive.” 


nw Pe w& 


GENERATION II 


1, 2, and 4 are described as feeble-minded. 

3 died at the age of three. 

5 is described as an epileptic half-sister so probably 
there was another mating in the first generation, al- 
though there is no information. 

6, the mother of the third family, was born in 1875, 
married in 1903, and had an Intelligence Quotient of 
53, which was determined while she was at the School 
from 1912 to 1915. 

7, the father of the third family, was also institutional- 
ized from November, 1912, to November, 1914. He 
had a mental age of 91/5 years in 1912, the I.Q. not 
being recorded. His birth date was about 1871. 

8 has been a farmer all of his life, and has never been 


tested. 

9, 10, 13, 14, 15, 16, 17 have never been committed as 
feeble-minded, but are declared to be defective in 
varying degrees. 

1 was committed in 1929 and then admitted to the 
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School where he now is. His I.Q. is 55, and he is 
the father of an illegitimate girl by his sister. 

12 was also committed and is now in the institution, I.Q. 
47. She is the mother of the girl (Generation III, 
No. 8) by her brother. 


GENERATION III 


1, 2, and 3 died in infancy. 

4, 1.Q. 47, first admitted in 1910. He has been paroled 
several times, sterilized, and finally readmitted for an 
indefinite stay. 

5 admitted in 1912, and received the training of the 
School Department. She was paroled in 1924 on ac- 
count of a borderline test of 84. She maintains her- 
self with help and supervision. 

6 tests 71. He has been at Red Wing Training School, 
and then in the institution for short intervals. After 
sterilization, he has supported himself partially by 
manual work and playing the piano for country 
dances. 

7 tests 53, first admitted in 1912, was sterilized, tried 
on parole, failed to adjust, and is now in the institu- 
tion. 

8, the offspring of the brother and sister mating, was 
admitted in 1929. Her I.Q. is 38. This girl and her 
mother have shown a mental deterioration actually 
amounting to dementia precox since institutionaliza- 

. tion. 





Note.—Only the members of the family about whom 
there is some description in the records at the School 
are included in the chart. No research has been done in 
the community where there are many more members 
who have married and reproduced. 
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pure white both are for the lack of color or al- 
bino state. In the hybrid blacks each has re- 
ceived one gene for black and one for white 
color, but the black gene being dominant renders 
the white or recessive gene inactive. The reces- 
sive (white) gene can cause the white color only 
when a mature egg carrying one recessive unit 
in fertilization combines with another mature 
germ cell also carrying that particular recessive 
gene. Therefore, only pure white bred with pure 
white results constantly in white offspring, as 
then only recessive genes for color are present in 
each parent. In the pure black rabbit both genes 
for color are for black, while in hybrid blacks 
one gene is for the dominant color black and one 
for the recessive color white. The inbreeding of 
the hybrid blacks results in the following combi- 
nations of genes: black-black 25 per cent, black- 
white 50 per cent, white-white 25 per cent. The 
first 25 per cent carry the gene for black color in 
two units so that the offspring are pure-bred 
black, 50 per cent carry one unit for black and 
one for white, and, as the black gene is domi- 
nant, result in these offspring being hybrid black; 
while 25 per cent carry both genes for white 
color, resulting in white offspring. Accordingly, 
an individual may carry a particular gene in dou- 
ble or single dose as determined by the particu- 
lar inheritance. The germ cells of each parent, 
however, are genetically pure and will contain 
any given gene present in the parent in single 
unit only, uninfluenced by the combination of 
genes that were present in the parent. 


The same rule of inheritance applies with ref- 
erence to the color of eyes in man. Brown is 
dominant, blue is recessive, and brown-eyed or 
blue-eyed individuals are born according to the 
Mendel formula of inheritance. 


The illustrations cited thus far have to do with 
the transmission to offspring of inherited quali- 
ties carried in the genes of the parent germ cells 
having to do only with color determination. 
However, all of the various genes present in a 
given germ cell each carry a specific quality that 
may be desirable or extremely valuable, or that 
may be undesirable or even devastating in its 
effect. These all exert their influence in accord- 
ance with biological laws of inheritance in de- 
termining the physical and mental characteristics 
of the offspring, except as they are influenced by 
environmental factors. A dominant case of de- 
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fect in man reported by Dr. Mohr? is that of 
finger shortening affecting only the second pha- 
lanx of the second fingers and toes in which the 
dominant inheritance was traced back six genera- 
tions to a Norwegian woman born in 1764. Of 
her ten living and seven stillborn children, the 
family record stated: “Every second child had, 
as she has herself, a shortened crooked forefinger 
with one joint only.” 


Consanguinous marriages favor the appearance 
in offspring of recessive traits and the defect may 
not have been apparent for several generations. 
The data on albinism is very extensive and illus- 
trates this tendency well, as extensive studies 
have been made showing consanguinity in the 
production of albinotic children in 50 per cent of 
one series and 33 per cent in another. Theoreti- 
cally, such a mating will result in 25 per cent 
being albinotic, but in human families with a 
small average number of children, many in- 
stances will show no affected children in spite 
of the theoretical three and one ratio. 


Certain inheritance defects are sex-linked. An 
example of this in man is that of color blindness, 
in which case vision is normal but the individual 
cannot distinguish between the colors red and 
green. Although we shall not discuss the scien- 
tific facts in the transmission of this defect, ex- 
tensive studies show a frequency of 8 per cent 
color-blind men and 0.5 per cent of color-blind 
women in the general population. Hemophilia is 
another sex-linked defect. No established cases 
of hemophilia in women are known. 

Hereditary defects in the organs of special 
sense are very striking. Hereditary deafness 
is due to recessive genes; and even the deafness 
in later life due to otosclerosis seems in a num- 
ber of cases to be best explained by the presence 
of a recessive gene carrying this defect. Some of 
the most striking and most destructive inherited 
defects are those affecting the eye. Congenital 
night blindness is one of the best examples of 
dominant inheritance. Mohr cites one French 
family in which this defect has been present 
through ten generations. Of more serious eye 
lesions are certain cases of glaucoma which may 
be dominant or recessive sex-linked; a large 
number of hereditary cases of cataract, :mostly 
dominant but very different in types and in time 
of onset; and also cases of retinitis pigmentosa. 

It is generally agreed that about 50 per cent 
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of the mentally defective are so because of in- 
herited defect. Mongolism is not. Goddard’ con- 
cluded from his extensive studies that normal- 
mindedness as opposed to feeble-mindedness be- 
haves like a dominant unit character and is trans- 
mitted in accordance with Mendel’s law. There- 
fore, when both parents are feeble-minded, there 
is a distinct tendency for all of their children to 
be feeble-minded. Investigators have concluded 
that infantile amaurotic idiocy is due to the effect 
of a single sublethal recessive gene. 


In our institution for mental defectives at 
Faribault some interesting inheritance studies 
have been made. Dr. A. C. Rogers, while super- 
intendent, showed this in his very interesting 
publication “Dwellers in the Vale of Siddem.” 
A chart prepared for the Children’s Bureau of 
the Board of Control in February, 1937, shows 
the social burden resulting from the intermar- 
riage of the families which are, for the purpose 
of study, known as “Callerquist” and “Larke- 
son.” As a result of this union, sixteen descend- 
ants have been in our institution. Another study 
made by Miss Caroline Perkins of our Social 
Service Department of the “B” family (Chart I) 
showed the same resulting social burden with the 
particularly interesting fact that, as a result of 
the union of two feeble-minded individuals, three 
children were dead and their mental state unde- 
termined, while the other four children and the 
parents were inmates of our institution. Dr. 
A. R. T. Wylie, of our medical staff, kindly pre- 
pared for use in this paper a list of families with 
several members now in our institution. In one 
instance, we have eleven members and have had 
sixteen; in another instance, fourteen; and in 
five instances, four members of each family are 
still in the institution. One of these families 
consists of the father, mother, and two children. 
In another case, we have had four and still have 
two remaining. The other two have died in the 
institution. In still another case we have five of 
the same family ; and in two instances, six of the 
same family. Finally, we have one family of 
eight, including father, mother, two sons and 
four daughters. 


The exact status of inheritance in the psycho- 
ses is not clear except that one considers, as do 
the English particularly, that the defect is one 
which may show varying psychoneurotic states 
such as psychoses, feeble-mindedness, epilepsy, 
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migraine, et cetera. However, inheritance has 
been shown to be of a great deal of importance 
in the etiology of manic-depressive psychoses and 
schizophrenia. Of all the types of psychoses 
studied, the manic-depressive have shown the 
greatest frequency of hereditary taint, and this 
predominately with psychoses. ; 

In the field of neurology, many hereditary dis- 
eases are found, such as different hereditary 
types of muscular dystrophy, Fredreich’s ataxia, 
Hu *tington’s chorea, which is typically domi- 
nant; Wilson’s disease, in which the brain and 
liver are involved and which defect is of reces- 
sive type; and idiopathic epilepsy, which stands 
on a definite hereditary recessive basis. Mohr? 
refers to one study of Quincke’s angioneurotic 
edema, in which it appeared as a clear-cut domi- 
nant inheritance through five generations, re- 
sulting fatally in fifteen of twenty-eight affected 
family members. 

Diabetes mellitus seems to be inherited as a 
recessive defect, while diabetes insipidus is a 
clear-cut dominant defect when inherited, and 
then is due presumably to hereditary dysfunc- 
tion of the pituitary gland. 

The hereditary mechanism of tumor suscepti- 
bility has not been demonstrated with any degree 
of certainty. The somatic mutation theory has 
been advanced but has not been generally ac- 
cepted. 


Lethal genes may occur through mutation and 
this may be a sudden, spontaneous alteration in 
the character of a gene, and this altered char- 
acter being transmitted thereafter. Ichthyosis 
congenita in the human is explained on this same 
basis. This fact resulted in the following unusual 
occurrence reported by Dr. Mohr.? A normal 
woman gave birth to five normal children by her 
husband. After his death she had three illegiti- 
mate children, all stillborn, having this condition 
of ichthyosis. Investigation showed that the fa- 
ther of these, though she did not know it, was 
her own half brother by the same father. 

The results of x-ray treatment of eggs and 
larve show some interesting and striking effects, 
as mutation is increased tremendously, and these 
changes frequently are like those of spontaneous 
origin. 

Some of the most interesting studies on in- 
heritance have been in the comparisons between 
various pathological conditions occurring in iden- 
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tical as compared with fraternal twins. These 
studies made in regard to criminalism suggest 
that weakness of character may be due to an in- 
herited defect. Dr. D. E. McBroom and Dr. 
R. W. Brown a few years ago reported at a 
meeting of the State Neurological Society many 
interesting observations in connection with a pair 
of identical twins suffering from epilepsy. An- 
other interesting example of recent observations 
made in the study of identical and fraternal 
twins is that susceptibility or resistance to cer- 
tain diseases may be a transmitted hereditary 
quality. Thus Dr. Mohr? reports in a series of 
thirty-seven pairs of identical twins that both 
twins had developed tuberculosis in twenty-six 
pairs, and only one of the twins in eleven pairs, 
while in sixty-nine pairs of fraternal twins, tu- 
berculosis was present in seventeen pairs and 
not present in fifty-two pairs. Among nine pairs 
where the twins were subject to the same amount 
of exposure and only one twin became affected, 
eight pairs were fraternal and one pair identical 
twins. Conversely, among seven pairs in which 
both members were affected without known ex- 
posure, five pair were identical and two pair 
fraternal twins. In some of these cases the clini- 


cal type was surprisingly similar, such as one in 
which two identical twin brothers within a four- 
year period each developed a tuberculous in- 
volvement of the bone of the heel. It appears, 
therefore, that some of the unexpected occur- 
rences in tuberculosis may be due to an inherited 
resistance or lack of it to the tubercle bacillus. 

It is evident that much remains to be learned 
in regard to the transmission of hereditary traits 
in man, be they defects or superior qualities. It 
is apparent, also, that in all of our state institu- 
tions a great number of inmates are there, pri- 
marily, because of defective germ plasm. 

For humanitarian reasons and to reduce the 
social and economic burden resulting from the 
presence of various serious defects in man, it 
should be the desire of society to render preven- 
tion in this field as effective as is reasonably 
possible, although the problem is very complex, 
and presents vastly greater difficulties than it 
does in most other fields of medicine. 
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MUMPS MENINGO-ENCEPHALITIS* 


T. L. BIRNBERG, M.D. 


Saint Paul, Minnesota 


N recent years, increasing attention has been 
focused on the meningeal and meningo- 
encephalitis symptoms occurring in various infec- 
tious diseases. Four years ago I reported a se- 
ries of nine cases of mumps meningo-encephalitis 
seen during the prior eighteen months.? At that 
time we felt that this complication was of prob- 
able cyclic occurrence, appearing only during in- 
termittent intervals in the life cycle of the mumps 
virus; further, prior reports suggested that this 
neurotropic tendency of the mumps virus oc- 
curred about every tenth year. 

Since then, namely, in the past four years, we 
have observed twenty-nine additional cases of 
mumps meningo-encephalitis in private practice. 
So large an incidence in a period of five and one- 
half years, with no coincidental unusual mumps 


*Presented before the Southern Minnesota Medical Associa- 
tion, Rochester, Minn., September 29, 1938. 
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epidemic, leads us to consider mumps as a dis- 
ease in which meningeal symptoms appear rela- 
tively often, and in the preadolescent age group it 
has been the most frequent complication we have 
observed. 


The various neurological complications of 
mumps as noted in the literature include menin- 
gitis, meningo-encephalitis, encephalitis, myelitis, 
and neuritis. As previously mentioned, prior lit- 
erature has suggested that these complications 
occur in only some of the epidemics of parotitis, 
whereas other epidemics are entirely benign in 
respect to any neurological manifestations. The 
earliest recorded description of mumps meningi- 
tis was that of Hamilton® in 1758. During the 
19th century descriptions of this complication 
were recorded by a number of French,*:*7*?1 
German,®?"? and Norwegian*®"? authors. In 1902, 
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Monod,*° reported the first spinal fluid examina- 
tion made in mumps meningitis. 

In 1913, Acker reported two cases of mumps 
meningitis and collected reports of twenty-seven 


CHART I. COMPARISON OF ANNUAL NUMBER OF 
CASES OF MUMPS MENINGO-ENCEPHALITIS 
NOTED IN THIS SERIES TO ANNUAL 
MUMPS INCIDENCE REPORTED 
IN SAINT PAUL 
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cases occurring in children, in the literature prior 
to that time. Subsequent reports are all of rela- 
tively small groups of cases; the largest is a 
group of twenty cases in adults, reported by Sil- 
wer’® in 1936. However, since the disease is 
rarely fatal and is often very benign symptomati- 
cally, many cases have no doubt failed recogni- 
tion. 

In an effort to evaluate the comparative inci- 
dence of central nervous system symptoms in 
mumps, we find the literature at great variance 
and rather misleading. Since mumps cases are 
commonly never reported, and since in general 
mumps meningitis is not a reportable disease as 
such, mass statistics cannot be determined. In in- 
dividual reports, the author’s awareness of the 
occurrence of such complications is of much sig- 
nificance. Haden* found nine cases in 840 
mumps patients ; Wesselhoeft,?® two cases in 824 
hospitalized mumps patients and Roux’ three 
cases in 274 cases of mumps. Larkin,” in 1918, 
found two patients with meningeal symptoms in 
2,400 cases of mumps in a training camp. These 
are all reports of adult groups, and Larkin’s fig- 
ures perhaps give the most accurate index of 
neurological complications in young adults, but is 
of too small a group to be significant. Undoubt- 
edly, the most valuable statistics might be com- 
piled from incidence records in orphanages over 
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a long period of years, but no such reports ap- 
pear in the literature. 

The quarantine data in Saint Paul suggests 
some interesting points as regards the yearly in- 
cidence of mumps and mumps meningitis. The 
City Health Department estimates that about 60 
per cent of the cases of epidemic parotitis are re- . 
ported, largely through school absence checkups. 
Mumps meningitis is not reportable as such and 
thus no city-wide statistics of this complication 
could be obtained. Chart I shows the annual 
number of reported cases of mumps. The num- 
ber of cases of mumps meningo-encephalitis seen 
by us during this same period is also charted for 
comparison. While our observations include but 
a small part of the total mumps incidence, the 
fairly regular parallelism of the two lines sug- 
gests that in recent years at least, meningo-en- 
cephalitis is a rather constant complication of 
mumps, rather than of cyclic occurrence as pre- 
viously observed. 

The cases we are discussing are best described 
as meningo-encephalitis. Although meningeal or 
encephalitic symptoms may variably predomi- 
nate, clinically it would appear neither advanta- 
geous nor always possible to accurately differen- 
tiate the essential localization. 

The specific cause of mumps meningo-enceph- 
alitis would seem to be either the mumps virus 
per se or a toxin liberated by the virus. The 
most decisive work was done by Wollstein.?° In 
her experiments she used pooled, filtered mouth 
washings of mumps patients. The filtrate was 
injected into cats subcutaneously, into the parot- 
ids, and intrathecally, the latter method produc- 
ing symptoms of meningitis. With the spinal 
fluid from cats so affected, she was able to pro- 
duce the disease in other cats. Control tests with 
filtered saliva from normal humans gave nega- 
tive results. Gordon’ in 1913 produced encepha- 
litis in monkeys by intraspinal injections of 
mumps saliva filtrates. From the case of mumps 
myelitis reported by McKraig and Woltman,** 
cultures taken from Steno’s duct were injected 


into rabbits with resultant paralysis in eight 


hours in one case. All these experiments indi- 
cate that the virus itself is the causative agent of 
the meningitis; further, the clinical observance 
of neurological symptoms before the glandular 
localization in some cases would tend to negate 
the virus toxin theory. Whether the virus 
spreads from the parotid to the meninges direct- 
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ly through the naso-pharynx or through the 
blood stream is as yet undetermined. One other 
etiologic approach has recently received consid- 
eration. The increase of the various encephali- 
tides in the past two decades is too great to be 
explained as due to more accurate diagnosis. It 
would seem possible and plausible that the en- 
cephalitis may result either from some symbiotic 
reaction between the mumps virus and a latent 
encephalitis virus commonly present in the naso- 
pharynx, or from activation of such a latent vi- 
rus during a period of local or generally lowered 
resistance. True, these are theoretical sugges- 
tions, but are mentioned since they may aid in 
ultimately understanding the entire encephalitis 
problem. 

Since mumps meningo-encephalitis is rarely 
fatal, pathological reports are few. From the re- 
ports of Larkin’* and Gordon,’ it appears that 
there is a congestion of the pia with patchy 
lymphocytic infiltration along the cerebral blood 
vessels. 

The symptomatology of mumps meningitis is 
not characteristically distinctive, yet our cases 
showed a fair degree of similarity. Males are at- 
tacked more than females, in our series a ratio 
of 78 to 2Z per cent. While this report includes 
only children, no age group susceptible to mumps 
seems immune (Table I). 


TABLE I. SUMMARY OF CASES 


Total number of cases observed in 5% years: 38 
Sex: Male—29 cases (78%) 
Female—9 cases (22%) 
Age: Varied from 4 to 14 years (average 8 years) 
Onset in relation to onset of parotitis: 
Generally 1 to 10 days after onset of parotitis 
Definite parotitis never present in 2 cases 
Duration: 3 to 11 days (average 6 days) 
Sequele: One patient had recurrent headaches for 3 
months. Subsequently entirely well. 
One patient had residual central deafness of left ear. 


The clinical symptoms of mumps meningo- 
encephalitis may appear at quite varying inter- 
vals after the onset of the parotitis. ‘Lhe great 
majority of cases occur in from one to ten days 
after the appearance of the parotid swelling. Oc- 
casionally the meningitis and parotitis develop si- 
multaneously, as occurred in one of our cases. 
Rarely the neurological symptoms may precede 
the parotitis by several days, as occurred in cases 
reported by Casparis,? Walker,?? and Weissen- 
bach.** Finally there are some cases in which the 
meningo-encephalitis would appear to be of un- 
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doubted mumps origin by virtue of epidemiologi- 
cal contact, but in which a parotitis never occurs 
or is so slight as to pass unnoticed. We have 
noted two such cases (Cases M. H. and D. H.). 
Similar cases have been reported by Morquio*® 
and Wallgren.”* 


TABLE II. SUMMARY OF SYMPTOMS 


Noted in 38 Patients 

Presenting Symptoms: 

Headache only—5 cases (13%) 
Headache and fever—14 cases (37%) 
Vomiting and fever—5 cases (13%) 
Headache and vomiting—1l1 cases (28%) 
Hiccough—2 cases (6%) 

Fever only—1 case (3%) 

Résumé of symptoms noted during course of disease: 
Headache—33 cases (89%) 
Vomiting—35 cases (94%) 

Fever—All cases (100°-105°) 
Lethargy—11 cases (30%) 
Irritability—15 cases (41%) 
Hiccough—4 cases (11%) 
Dizziness—2 cases (6%) 


The symptomatology, as noted in the thirty- 
eight cases we are reporting, shows a fair degree 
of uniformity (Table II). The presenting symp- 
tom is almost invariably headache, often quite in- 
tense. Vomiting occurred in practically all cases, 
but was usually not incessant and persisted for 


only one or two days. All patients had varying 
degrees of fever, in some only to 100 mouth; in 
others up to 105 rectal. Hiccough, lethargy, or 
irritability were inconstant and usually not pro- 
nounced symptoms. Rarely dilated pupils may be 
an index of cerebral involvement. Convulsions 
and focal paralysis have been recorded, but have 
not been observed in our cases. 

The neurological examination almost always 
reveals neck rigidity and a positive Kernig. Va- 
riations in reflexes, Tache, Babinski, and pupil 
changes are not common and have no pathogno- 
monic value (Table III). 


TABLE III. NEUROLOGICAL FINDINGS 


38 Reported Cases 
Neck rigidity: 36 cases (95%) 
Positive Kernig: 34 cases (89%) 
Reflexes : 
K. K. hyperactive—4 cases (11%) 
K. K. diminished—6 cases (16%) 
Pupils sluggish—2 cases (5%) 
Positive Babinski—2 cases (5%) 
Tache present—7 cases (19%) 


Lumbar puncture was performed one or more 
times in thirty-three of our thirty-eight cases 
(Table IV). In all cases the fluid was clear. 
The pressure was generally slightly increased. 
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Three cases in which the fluid pressure was 
measured showed pressures of 10, 12, and 16 
mm. mercury. The Nonne test was usually neg- 
ative; occasionally a faint positive was noted in 
the phase II Nonne. The cell count varied from 
6 to 980, with the usual count varying from 100 
to 300. The cells were predominately lympho- 
cytes; the highest polymorphonuclear percentage 
we noted was 18 per cent. Pedicle formation was 
never observed. Stained smears made in all 
fluids showed an absence of organisms. The es- 
sential spinal fluid finding, therefore, is a mod- 
erate lymphocytic pleocytosis. 


TABLE IV. SPINAL PUNCTURE 


Performed in 33 Patients 

Pressure: Increased in 30 cases (93%) 
Cell count: Varied from 6 to 980 (average 100-300) 
Differential : 

Lymphocytes: 8&2 to 100% 

Polymorphonuclears: 0 to 18% 
Nonne: Negative in all cases 
“Pedicle formation: Negative in all cases 
Organisms: None found on stained smears in all cases 

,Of interest is the observation that spinal fluid 
pleocytosis occurs far more frequently than does 
active meningeal symptoms in epidemic parotitis. 
Teissier and Schaeffer”° examined the spinal fluid 
in forty-five patients with mumps, nine of whom 
exhibited clinical symptoms of meningitis. In 
twenty patients without any neurological symp- 
toms, a spinal fluid pleocytosis was noted. Simi- 
lar findings are reported by Silwer,’* with spinal 
fluid cell counts to 260 in neurologically asympto- 
matic mumps patients. Various others have re- 
ported in small series in which they found 20 to 
50 per cent of mumps patients to have increased 
spinal fluid cell count. This would suggest that 
asymptomatic meningeal involvement is rather 
common in epidemic parotitis. 

Mumps meningo-encephalitis persists for three 
to eleven days, with an average duration of about 
six days. We have found that the temperature 
returns to normal and the subjective symptoms 
clear up generally two or three days before the 
neurological findings are normal. Recovery has 
been rapidly complete in most of our cases. In 
one case, recurrent headaches occurred for three 
months after the acute illness, and then subsided 
entirely. Another child developed a central deaf- 
ness of the left ear, which was not complete and 
later improved. In the literature, various other 
complications, as optic neuritis, focal paralysis, 
aphasia, and hemiplegia have been described, but 
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the ultimate prognosis in these cases is usually 
good. 

The differential diagnosis of mumps meningo- 
encephalitis is usually not troublesome. Essen- 
tially an awareness of the occurrence of this 
complication in epidemic parotitis readily leads 
to a correct diagnostic interpretation. The pres- 
ence of mild neurological symptoms in conjunc- 
tion with a high spinal fluid cell count and a neg- 
ative Nonne is a valuable diagnostic criterion. 

Tuberculous meningitis usually develops slow- 
ly; there is a cerebral cry, and the clinical symp- 
toms when fully developed are much more se- 
vere. Early there is a higher polymorphonuclear 
count in the spinal fluid than in mumps meningi- 
tis. The pedicle formation in the spinal fluid, the 
Levinson test, and presence of tubercle bacilli are 
diagnostic. 

Poliomyelitis shows many similarities, but is a 
disease of the late summer, whereas mumps is 
most prevalent in the winter and spring. In po- 
liomyelitis, early paralysis and absent reflexes 
often develop. In the initial stages, the spinal 
fluid often shows a much higher percentage of 
polymorphic cells than does mumps meningitis. 

Epidemic encephalitis, as well as the various 
specific encephalitides, are best differentiated by 
the absence of parotitis or of any definite mumps 
exposure. 

The treatment of mumps meningo-encephalitis 
is chiefly symptomatic. Spinal puncture should 
be performed as a diagnostic procedure; it is 
often of value in reducing fluid pressure, partic- 
ularly in those cases with persistent headache and 
vomiting. 

Summary 


1. A report of thirty-eight cases of mumps 
meningo-encephalitis seen during the past five 
and one-half years is made. 


2. It is felt that increasing awareness of this 
complication will result in more frequent recog- 
nition and will indicate that meningo-encephalitis 
is the most common complication of preadoles- 
cent mumps. 


3. The symptoms generally appear in from 
one to ten days after the onset of the parotitis 
and consist of headache, vomiting, and fever, 
with moderate neck rigidity and positive Kernig. 

4. Lumbar puncture shows absent Nonne 
with a lymphocytic pleocytosis, usually of 100 to 
300 cells. 
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CASE REPORTS 


5. The diagnosis rests largely on the recogni- 
tion that such a complication does occur. To 
us, the relatively mild symptoms with a rather 
high cell count is a valuable diagnostic criterion. 
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GRANULOCYTOPENIA 


WILLIAM D. COVENTRY, M.D.* 
Duluth, Minnesota 


LTHOUGH agranulocytic angina was described by 

Schultz in 1922 it is only recently that the various 
etiological factors concerned have been elucidated. 
At present it is believed to be a manifestation of drug 
allergy. Fitz-Hugh,’ in a recent article on drug sen- 
sitivity in relation to certain blood and bone marrow 
reactions, mentions amidopyrine, dinitrophenol, arsphe- 
namine and neoarsphenamine, gold salts, neostibosan, 
acetphenetidin, novaldin, causalin, quinine, cinchophen, 
bismuth, nervinol, plasmochin, and sulfanilamide as 
proved or suspected causes of agranulocytic angina. 
Other terms, such as agranulocytosis, pernicious leuko- 
penia and granulocytopenia have been used to describe 
this condition. The essential hematological reactions 
are the same in all but as they vary in degree different 
names are applied. Granulocytopenia is a constant 
finding and this term has been generally accepted. Un- 
der this title I wish to report a case in which the 
offending drug was probably cinchophen. As only one 
case of this type has previously been reported it was 
thought that this presentation might be of interest. 


T. R., white, male, a storekeeper, aged sixty-three, 
entered St. Luke’s Hospital on September 20, 1938. 
He left eleven days later, on October: 1, 1938. 

His illness consisted essentially of a gastro-intestinal 
syndrome followed by an attack of polyarthritis. On 
August 5, six weeks before entrance to the hospital, 
he developed a pain in the right shoulder with ab- 
dominal cramps, and loose stools containing mucus and 
blood. Such episodes had been experienced before 
but never had there been blood in the stools. He 
consulted his local physician, who x-rayed the gastro- 
intestinal tract completely, with negative results. His 
symptoms persisted and he consulted another physician, 
who passed a proctoscope with negative findings. The 
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stool did not appear abnormal but gave a four plus 
benzidine reaction. It was felt that he had an acute 
gastro-enteritis, so a bland diet, belladonna and alka- 
line powders were prescribed. From this treatment 
he experienced relief. There was a history of alcoholic 
bouts and this seemed to be the most probable cause 
of his gastro-intestinal symptoms. 

On August 26, three weeks after the onset of in- 
testinal symptoms, and at a time when they were com- 
pletely relieved, he experienced an attack of poly- 
arthritis involving the right knee, ankle and left wrist. 
This confined him to bed. After staying in bed for five 
days he obtained a prescription from a friend who 
alleged it had relieved his rheu aatism. This prescrip- 
tion, which was composed of 7% grain tablets of cin- 
chophen, was taken one tablet every three hours for 
the three weeks preceding admission to the hospital. 
It gave him complete relief, especially when inter- 
spersed with anacin, of which he took about forty- 
eight tablets during this period. He was feeling quite 
well on this medication till several days prior to ad- 
mission, when he developed chills, fever, somnolence 
and delirium. 

In his past history it was noted that he had had 
rheumatic fever at the age of thirty-eight. No his- 
tory of venereal disease could be elicited. There was 
also the history of alcoholism previously mentioned. 
He had always been noted for a stubborn, perverse 
personality. 

On admission to the hospital he was acutely ill, 
irrational and delirious. His temperature was 101.6°, 
pulse 98 and respirations 24. The eyes showed arcus 
senilis and an icteric tint to the sclere. There was 
no discharge from the ears. The nasal septum was 
deviated to the left and some serous secretion was 
present. The mucus membranes of the mouth were 
slightly pale, and the tongue was coated. There was 
edema and redness in the right peritonsillar area 
with erosion at the upper pole. The tonsil was en- 
larged. No actual ulceration was present. The neck 
was negative. No lymphadenopathy was present in any 
region. There were moderately coarse rales and dull- 
ness at both lung bases but no signs of consolidation. 
An x-ray of the chest was negative except for an 
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TABLE I.—GRANULOCYTOPENIA 
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azygos lobe. The heart tones were distant, but regular, 
and there was no enlargement. The abdomen was 
slightly distended but no organs were felt. The ex- 
tremities showed no deformity. The reflexes were 
equal. Rectal examination showed slight enlargement 
of the prostate. 

Laboratory examination revealed a hemoglobin of 
71 per cent, erythrocytes numbered 3,470,000 and there 
were 2,600 leukocytes per cubic millimeter. A differ- 
ential count revealed a complete absence of poly- 
morphonuclears, with 61 per cent lymphocytes, 25 per 
cent metamyelocytes and 14 per cent myelocytes. 
Severe toxic changes were present. Several days later 
the platelets were found to be 365,000, reticulocytes 
2.2 per cent, coagulation time 5 minutes and bleeding 
time 2 minutes. The icterus index was 14. Urinalysis 
showed two plus albumin. Later specimens were 
normal. Repeated stool examinations were negative. 
The Kline and Kahn tests were negative. Blood cul- 
tures were negative. 

A sternal puncture was performed the day after ad- 
mission. ‘Films from the puncture material showed a 
paucity of mature granulocytes with an increase in 
metamyelocytes. Toxic changes were present. Nu- 
cleated red blood cells were scarce. There appeared to 
be a severe toxic depression of all marrow elements. 

On September 22, forty-eight hours after admission, 
treatment with pentnucleotide was begun, 10 c.c. being 
given intramuscularly every six hours. The next day 
the white blood cells numbered 5,200 and 10 per cent 
polymorphonuclears were present. The following day 
the leukocytes were 7,500 and there were 43 per cent 
adult neutrophiles. On September 24 a 500 c.c. blood 
transfusion was given. Following this the white count 
reached 12,700 and the neutrophiles reached 45 per 
cent. For the remainder of his hospital stay the leuko- 
cytes ranged from 11,750 to 17,300 and the neutrophiles 
finally reached a peak of 73 per cent. In all, 60 c.c. 
of pentnucleotide were given. The hematological data 
are given in Table I 

Coincident with the improvement in the blood there 
was a sharp fall in temperature and pulse, and clinical 
improvement followed. At the time of discharge 
there was still some elevation of temperature and he 
complained of soreness and limitation of motion in 
the left wrist. He refused to be hospitalized longer. 

Since discharge from the hospital he has been treated 
with iron, salicylates and local heat. The arthritis in 
the left wrist has subsided but he still has some aching 
on the dorsum of his hands and feet. While he was 
home he took one tablet of cinchophen. Fever and 
a generalized tingling sensation resulted. He has taken 
no more anacin. On November 1, one month after 
leaving the hospital, his hemoglobin was 78 per cent, 
erythrocytes 4,280,000 and leukocytes 9,400. The blood 
film showed 61 per cent neutrophilic polymorpho- 
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nuclears, 4 per cent eosinophilic polymorphonuclears, 
28 per cent lymphocytes and 7 per cent monocytes. The 
sedimentation rate was 25 mm. per hour. 


The sequence of events in this case appears to have 
had its onset with a rheumatic fever which was treated 
with cinchophen and anacin (acetylsalicylic acid gr. III, 
acetphenetidin gr. 144, quinine sulphate gr. 4, caffeine 
gr. Y%) and culminated in granulocytopenia appearing 
three weeks after the commencement of medication. 
Numerous drugs are known to be capable of produc- 
ing this syndrome through acquired sensitivity. Cin- 
chophen, acetphenetidin and quinine are among these 
and one of these three substances probably operated 
etiologically in this case. Skin tests with the drug 
directly or after mixture with serum have not been 
very successful in detecting the offending drug. The 
actual ingestion of the substance followed by study of 
the blood is the best method of detection. I regret that 
this was not possible, but from the evidence presented 
by the patient, which was substantiated by his wife, it 
would seem that cinchophen was the cause of the 
granulocytopenia in this case. The icterus could also 
be explained by the action of cinchophen, for it is 
well known that this drug may produce a _ toxic 
hepatitis. 

A case of agranulocytosis due to cinchophen has 
been reported by Shapiro and Lehman.” Their patient 
suffered from polyarthritis and a urethral discharge. 
He took 7% grains three times a day for three weeks 
before symptoms developed. Blood counts on the 
fourth day of illness revealed a hemoglobin of 68 
per cent, erythrocyte count of 3,680,000 and leukocytes 
numbering 3,000. The blood films showed segmented 
neutrophiles 1 per cent, non-segmented neutrophiles 2 
per cent, eosinophiles 2 per cent, lymphocytes 93 per 
cent, monocytes 1 per cent, myelocytes 1 per cent. 
Icterus index was normal. Pentnucleotide (exact 
amount not mentioned) and transfusions were given 
and a leukocyte level of 4,000 was reached in seven 
days. The patient recovered. Sternal puncture on the 
twelfth day of the illness revealed a hyperplasia of 
the bone marrow with predominance of the younger 
granular elements. 

The nature of agranulocytic angina and allied blood 
dyscrasias such as purpura and hemolytic anemia as 
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affected by drugs has recently been discussed by Fitz- 
Hugh. It is essentially a drug allergy, that is, an 
acquired sensitivity. No reaction follows the initial 
dose of the drug, but with repeated administration, 
sensitivity is increased until very small doses cause 
profound reactions. This occurs only in individuals 
who are conditioned for it. The factors responsible 
for this conditioning are multiple and at present not 
clearly defined but they probably include genetic in- 
fluences, endogenous toxic factors, vitamin deficien- 
cies, and endocrine factors associated with menstrua- 
tion. Fatigue states and traumatic shock also play a 
part. In the case at hand subclinical hepatitis due to 
alcoholism or cinchophen may have been a condition- 
ing factor. 

The pathology of granulocytopenia is concerned with 
a maturation arrest. The bone marrow shows an 
active proliferation of immature granulocytes with ab- 


sence of mature forms. When the offending drug is 
removed or when stimulus to normal maturation is pro- 
vided, marked regeneration is evidenced by immature 
granulocytes appearing in the peripheral blood. In 
this case cessation of maturation was not complete, 
therefore regeneration with the appearance of myelo- 
cytes and metamyelocytes in the peripheral blood was 
present during the acute phase of the disease. 

In conclusion, it is suggested that patients who are 
receiving drugs likely to produce acquired sensitivity 
be closely observed, especially when conditioning fac- 
tors may be present. 
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INTUSSUSCEPTION OF THE BOWEL IN ADULTS 


WALTER HALLORAN, M.D. 
Jackson, Minnesota 


N CASES of intussusception of the bowel in adults, 

a pedunculated tumor of the mucous membrane of 
the intestine has frequently been found to be associated. 
The following is a report of such a case: 


Mrs. A., aged twenty, stated that for the past year 
her stools has been as a rule unformed and more fre- 
quent than formerly. Three weeks before, she had an 
attack of acute abdominal pain and vomiting which was 
abrupt in onset and lasted for about three hours. The 
present attack began about six hours before she was 
first seen by us, with sudden onset of rather severe ab- 
dominal pain, intermittent in character. She was vomit- 
ing small amounts frequently and was given a hypo- 
dermic injection of morphine gr. %4 and atropine gr. 
1/150 and sent to the hospital. 

Physical examination showed a well nourished female, 
not having much pain at that time. Temperature was 
98.4, pulse 72, respirations 18. General examination 
aside from the abdomen was essentially negative. There 
was no distention, she having had a liquid stool about 
three hours before. There was slight resistance and 
tenderness in the right lower quadrant but no mass 
could be felt. Pelvic examination showed slight tender- 
ness to the right of the fundus of the uterus. The 
urine was normal; leukocytes 14,000. A diagnosis of 
acute appendicitis was made and the patient prepared 
for operation. 

A muscle splitting incision was made on the right. 
There was dark blood-stained fluid free in the peritone- 
um. The appendix was kinked and the distal third was 
a little tense and injected but not acutely inflamed. 
There was an intussusception in the distal third of the 
ileum. As the mass was dark, edematous and friable and 
could not be reduced, it was resected and a lateral 
anastomosis made. The abdomen was closed with one 
penrose drain. Convalescence was delayed by an in- 
fection which developed in the cul-de-sac which was 
drained through the vagina. She left the hospital on 
the twenty-eighth day in good condition. 

The resected mass comprised 22 inches of the ileum. 
A pedunculated tumor of the mucous membrane 2.5 
inches in length by 0.5 inch in diameter presented in fhe 
lumen of the bowel at a point just distal to the point 
where the intussusceptum entered the intussuscipiens. 
This was evidently the cause of the obstruction. 

The interesting feature of this case is the fact that 
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(Above) Segment of ileum removed. 
(Below) The bowel has been opened showing a 
pedunculated tumor of the mucous membrane. 


the symptoms were not at all alarming. After the first 
attack of acute pain the patient had little or no pain 
and the pulse and temperature were normal, while the 
bowel at the time of operation had already undergone 
irreparable damage. 
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HISTORY OF MEDICINE IN RAMSEY COUNTY 


BY J. M. ARMSTRONG, M.D. 


(Continued from February issue) 


1862 


The war was now seen to be an affair of more than a few months. The 
physicians of Saint Paul who received commissions in the army were Dr. 
Wharton, surgeon to the Second Regiment, Dr. Vervais, assistant surgeon to 
the Fifth Regiment, Dr. Rieger, surgeon to the Eighth Regiment, and Dr. 
Rosenk, first lieutenant in the Second Battery Light Artillery. Dr. Hand, late 
in the year, was made medical inspector of the second corps of the Army of 
the Potomac, and Dr. Thomas Foster acted as commissary of prison camps 
and hospitals in Ohio. 

As regards Rosenk, an amusing incident occurred showing the need of men 
for the army and the patriotism of our police court. It seems that one Von 
Glahan entered a complaint on April 17 against Rosenk for $2.50 for goods 
purchased. As Rosenk was under marching orders, Von Glahan evidently 
feared that he would not get his money. On Sunday he went to Rosenk’s 
house to collect the money and Rosenk kicked him out; hence the complaint. 
After due consideration the court fined Von Glahan five dollars and costs for 
presenting his bill on the Sabbath day. The bill was probably for liquor, for a 
short time later Von Glahan was arrested and fined ten dollars and costs for 
selling liquor without a license; the fine was paid in city scrip, then worth 
ten cents on the dollar. Apparently bootlegging had its hazards then as now. 

The governor appointed Dr. Willey to be chairman of the medical board for 
Minnesota to examine candidates for the positions as surgeons and assistant 
surgeons in the army. The Saint Paul Academy of Medicine and Surgery 
this year, despite the fact that most of its members were in the army, was 
an active organization, and the officers for 1861 apparently were elected at the 
annual meeting on the first Tuesday in May. They were: A. G. Brisbine, 
president; Samuel Willey, vice president; John Steele, treasurer; Alfred 
Wharton, secretary; and D. W. Hand, librarian. In January the Academy 
procured the services of Dr. D. B. Reid to give again a course of public 
lectures on chemistry at the Academy rooms in French’s block on Third Street. 
French’s block, a three story stone building, stood between Market and Wash- 
ington Streets on the north side of the street. At this time George Benz’s 
liquor establishment occupied the ground floor. The Academy had rooms on 
the second floor and Union Hall was on the third floor. 

Dr. David Boswell Reid (1805-1863) graduated in medicine at Edinburgh 
in 1830 and was made a member of the Royal College of Physicians there the 
following year. In 1833 he was assistant to Dr. Thomas C. Hope, professor 
of chemistry at Edinburgh. The catalogue of the surgeon general’s library 
lists thirteen titles by him. His system of ventilation, sanitation, and acoustics 
was adopted in the construction of the parliament building in London and St. 
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George’s Hall in Liverpool. He was living in London in 1847. The reason 
for his coming to Saint Paul is unknown; possibly he came for his health. 
Upon his return to the East he gave lectures at the Smithsonian Institution and 
served as a member of the United States Sanitary Commission. He died in 
Washington, D. C., April 5, 1863; his family were resident in Saint Paul at 
the time of his death. 


Dr. Vaiden, mentioned as a resident as early as 1855, and the writer of 
the book “America Vindicated” (probably the first book by a Saint Paul author 
and certainly the first by a Saint Paul physician), in January announced as 
the subject of a lecture to be given by him on January 8, “Human Government, 
What it is and ever has been—Empire ; and what all Government should be * * *.” 
The lecture was given at the court house and was favorably commented upon 
by the papers. Some time later he was assaulted on the street, but the assault 
seems to have been due to some disagreement over business deals rather than 
to any statements made in his lecture. 


Among the new physicians who located in Saint Paul in 1862 was Dr. 
Underwood, of Chicago, who announced himself as an “eminent operator on 
the eye and ear.” As he was a liberal advertiser he was able to secure a 
number of reading notices in the papers. He established himself at the American 
House. Wm. H. Duval, M.D., late of Brooklyn, N. Y., opened an office at 
Eighth and Wacouta Streets. Dr. Simonton, dentist, also came at this time 
and as he resided in Saint Paul for many years his arrival is worth recording. 
For a time he had an assistant named Dr. Hopkins from Boston. On. September 
2 appeared the first advertisement of “Dr. Galen’s Dispensary and Venereal 
Infirmary, Chartered by the Legislature of Kentucky.” This institution solicited 
business at its branch office in Concert Hall block on Third Street, and was 
conducted by Dr. Thaddeus Williams. It was later called the Galenic Institute. 
Thaddeus Williams was an elder brother of the late Cornelius Williams of 
Saint Paul. He sold the Galenic Institute to a Dr. J. W. Nabersberg in 1872 
and died in Milwaukee about 1875. Dr. Nabersberg died in Saint Paul about 
1920. 


Captain Samuel Painter, of Saint Paul, who advertised in 1861 to cure 
cancer in less than twenty days “no cure no pay,” continued his advertising. 
Dr. Brisbine was elected city physician at $400 per year, with the understanding 
that he would furnish his own medicines. Dr. Steele was elected alderman 
for the first ward for three years. Dr. Potts, whose term expired in March, 
was chosen to fill the vacancy on the School Board occasioned by the resignation 
of B. D. Beveridge in the second ward. The pension office was instituted in 
Saint Paul for the first time in 1862, and Dr. Samuel Willey and Dr. C. E. 
Cross, of Rochester were appointed examiners. It may be noted that Dr. 
Tavernier’s house on Fourth Street caught fire and was damaged to the extent 
of $500 on April 3; that Dr. Berthier left in August for a three months’ visit 
to France, and that Dr. Alberti was still in town. Dr. Wren, formerly of Saint 
Paul and later post surgeon at Fort Ripley, located in Saint Cloud, associating 
himself with one Dr. Palmer. Dr. Massey, who was at this time editing and 
publishing the Press, obtained by competitive bid the contract for the city print- 
ing. As his paper was anti-war in policy, a considerable political furor was 
aroused and the city council was obliged to rescind its action and give the 
contract to the Pioneer. Dr. Wm. Caine, prompted no doubt by a vicarious 
desire to suppress the Sioux Indian uprising, offered $25 for five Sioux scalps. 
Crops were bad this year and many people had difficulty making a living. It 
was then discovered that ginseng was plentiful in our woods and many made a 
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living digging it. The price received then was only fourteen cents a pound; 
nevertheless on November 8 the barge Minnesota arrived from Saint Peter with 
twelve tons of the product on board which was sent to Baltimore for shipment 
to China. In all 241,245 pounds of it were shipped from Saint Paul during 
the year. The St. Anthony News stated that the sum of $80,000 was paid out 
for gingseng brought into that city during the previous year (1861). The re- 
moval to Nevada of Dr. C. L. Anderson, who settled in Saint Anthony in 1852, 
was recorded as having taken place on May 13, and his value to the state 
and government as a botanist and geologist was lauded. Dr. Rosenk apparently 
did not find army life congenial; for that or for some other reason he resigned 
his commission, and late in 1862 he returned to Saint Paul and advertised 
himself as a physician and surgeon, accoucheur, and dentist. In the American 
Medical Times for March 15 and 22, 1862, is printed an article on “The 
Climate of the State of Minnesota, and its adaptation to persons suffering 
from Phthisis Pulmonalis” by George Lewis, M.D., of Saint Paul, Minnesota. 
This is an extensive statistical study of the climatic conditions of Minnesota 
and is typical of the period in which it was written. The author was evidently 
from New York city, and the lack of any record of his practicing medicine 
in Saint Paul leads to the suspicion that his sojourn there was for the benefit 
of his health. The same journal for April 5, 1862, contains a card stating that 
William H. Davol, M.D., late physician to the Long Island College Hospital, 
Brooklyn, had removed to Saint Paul. This man’s name in the Saint Paul 
papers is spelled Duval. 


1863 


This was the most discouraging year of the war and political discontent 
both in local and national affairs is markedly indicated in Minnesota papers. 
All the members of the Saint Paul Academy of Medicine and Surgery were in 
the public service except Drs. Willey, Steele, and Brisbine. Willey was tuber- 
culous, Brisbine too large and heavy to serve, and Stewart was on parole 
though attached to a skeleton regiment. The pension service office was now 
so busy examining claimants that regular office hours were established. Drs. 
LeBoutellier and Dewey were surgeons of the Ninth Regiment. Shortly before 
the first of the year a Dr. William E. Barnes took up his residence on Seventh 
and Jackson Streets, though he hardly could have become settled until the first 
of the year. He stated that he might be consulted in either the English or the 
German language and would give particular attention to diseases of the lungs 
and throat. As his advertisement disappeared from the papers about four 
months later, he presumably remained only a short time. Dr. De Montreville, 
a dentist, took offices in French’s block, where he remained many years. Dr. 
J. H. Stewart now made his first political venture, running for mayor, but was 
defeated. Dr. Brisbine, however, was elected school inspector for the fourth 
ward. The state legislature this year made an arrangement with the state of 
Iowa relative to the care of insane Minnesota residents in the Iowa Hospital 
for the Insane. As an instance of lunacy in Saint Paul, the Pioneer for May 
25 cited the case of one Dr. Seimers who paid “half a dollar in silver as a 
fee for admission of a friend as a member of the Democratic Club.” Apparently 
in the eyes of the Pioneer he was insane on two counts. As to Dr. Seimers, 
inquiry has elicited only the further information that he still owed Dr. Brewer 
Mattocks the sum of $2.50 in gold; at least Dr. Mattocks said so. Where 
anyone obtained gold at this time is a mystery, as the only money in circulation 
was “shin plasters.” Perhaps if the editor of the Pioneer heard of Mattocks’ 
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having loaned Seimers that amount of gold, a second case of insanity might 
have been noted. The arrangement made by the Saint Paul Academy of 
Medicine and Surgery with the city council was still in force and we find that 
the members took turns acting as city physician. Willey served in April, 
Stewart in May, Potts in June, Steele in July, Stewart in August, Willey in 
September, Brisbine in October, and Steele in November. During this year 
the salary of the city physician was reduced to $300 per annum, but the Academy 
secured the position of county physician also at a salary of $100 per year. In 
1862 Drs. Caine and Williams held the latter position. 


In April the papers announced the death of Dr. LeBoutellier at Saint Peter, 
where he was then stationed. Dr. Vervais, who was assistant surgeon to the 
Eighth Regiment, resigned and arrived home in May and Dr. Armington of 
the Second Regiment also resigned. Although Armington was not a resident 
of Ramsey County, he lived across the river in Dakota County, possibly within 
the present limits of the West Side or West Saint Paul. It was later than this 
that the city of Saint Paul extended its borders on to the west bank of the 
river. Dr. Hand was captured by the enemy in May but was released and 
returned to his command. An arrangement was made between the two armies 
that medical officers should not be held prisoners. 


Several new physicians came to Saint Paul this year. Dr. John H. Murphy 
moved over from St. Anthony in August, having resigned from the army on 
account of sunstroke. The rest of the newcomers were transient visitors of 
the advertising ilk. Dr. Phillip H. Hershey, oculist, aurist, and chemico-elec- 
tropathic physician, established himself at the American House in June and 
remained about a month. Dr. Kennedy of Cincinnatti remained at the Merchants 
Hotel for a short time. He advertised to remove corns, bunions, warts, chil- 
blains, and ingrown nails in from five to fifteen minutes. Dr. Benjamin Durkee 
established himself for a short time in September at the Minnesota House. 
He advertised “Dr. Benjamin Durkee’s or The Poor Man’s Eye Water,” a 
panacea for all ocular affections. In May Dr. Rosenstraus, practical optician 
and spectacle maker, was at the American House for a week; and in September, 
Prof. M. Bernhardt, consulting and practical optician, was at the International 
Hotel. This man apparently obtained the confidence of the medical profession 
for he published recommendations from Drs. Willey, Stewart, Potts, and 
Steele. Bernhardt stayed in Saint Paul a month or two, then went to Saint 
Anthony, and Saint Cloud, and possibly to other towns. It is noted in the 
papers that measles broke out in the Indian camp at Fort Snelling in January, 
and that several deaths had occurred. 


In May a discussion arose at the meeting of the city council relative to the 
care of city and county patients. It has been recorded previously that St. 
Josephs Hospital, or the building that had been built for that purpose on the 
present site of the hospital, had been closed, and that the old chapel of Saint 
Paul was used for the hospital. The original hospital building was used to house 
the Sisters. The surmise was made also that most of the city patients had been 
sent to the poor farm for treatment. This last is confirmed by a resolution 
passed by the council: “In general, patients should be sent to the County Poor 
Farm, but the Sisters’ bill should be paid.” This probably means that some 
city patients had been cared for at St. Josephs Hospital. This procedure was 
probably an economic measure. In August the council failed to pass a motion 
allowing ten dollars to Mary Cool for the use of her house for a negro having 
smallpox. In October the Hospital was moved back to the original St. Joseph’s 
building on Exchange Street; since which time it has not been closed. An 
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announcement in 1862 stated that private rooms might be had for $5.00 per 
week and ward beds at three dollars not including medicine and medical at- 
tendance. Patients were allowed to select their own physicians. In December 
the Saint Joseph’s Academy building on Nelson Avenue was completed, having 
been started in 1862. The Sisters moved in from the two log buildings in 
Bench Street which were then abandoned. 


On August 9 an article “Why Should the Climate of Minnesota Contribute 
to the Cure of Consumption” by Rev. S. Y. McMasters, M.D., was printed in 
the Pioneer. This seems to have been the first medical article by a resident 
to appear in print in our daily papers. Dr. McMasters came to Saint Paul as 
rector of Christ’s Episcopal Church in 1862. He had studied medicine and 
also had taken clerical orders. In August an examining board appointed by 
the adjutant general of the state for the examination of medical officers for 
Minnesota regiments appointed George McD. Lambert second assistant surgeon 
to the Fourth Regiment, and E. Brewer Mattocks second assistant surgeon to the 
Seventh Regiment. Both men were residents of Saint Paul. The latter was 
a son of the Rev. John Mattocks, rector of the First Presbyterian Church. 
Lambert had been a hospital steward for some time and Mattocks was also a 
hospital steward in a volunteer regiment. While stationed at Saint Louis he 
had attended lectures at a medical school there and received a diploma. He 
was also a graduate of the Pennsylvania School of Pharmacy. Lambert prac- 
ticed medicine in Stillwater after the war was over, and Mattocks settled in 
Saint Paul. Mattocks was the last survivor among the founders of the Ramsey 
County Medical Society, of the State Medical Association, and of the Minne- 
sota medical officers of the Civil War. He resided at the Soldiers Home at 
the time of his death in 1934. The board which conducted this examination 
consisted of Drs. Stewart, F. R. Smith, and Brisbine. Dr. John Henry Seimers 
apparently was not very successful as a practitioner of medicine for he accepted 
the position of assistant jailer at the county jail, under Sheriff D. A. Robertson. 
Dr. Berthier left Saint Paul this year. He advertised for sale his residence, 
on the corner of Seventh and Wacouta Streets, and a small stock of medicines, 
glass jars, scales, et cetera. The newspapers stated he was going to return to 
France. Dr. Wharton, who remembered him very well, stated that he was a 
man of some ability though he was regarded as an irregular practitioner by the 
profession in Saint Paul. 


Two events of quasi-medical interest were recorded this year. The first 
railway accident occurred when Capt. Abraham Bennett was killed, his buggy 
being struck by a train at the Lake Como crossing on July 3. In May a local 
undertaker brought the first hearse to Saint Paul. The Pioneer stated, “It 
is decorated with ostrich plumes and is fit for a Sybarite.” 


In the first part of this narrative mention was made that in the early days a 
cemetery was located on Jackson Street about where the city market now is. 
Apparently this fact had already been forgotten, for on October 2, Coroner 
Strother was called to view a body enclosed in a coffin that was exhumed while 
a lot was being graded at Jackson and Pearl Streets. The body was identified 
as that of D. B. Freeman by A. L. Larpenteur, who was Freeman’s partner 
at the time of his death in 1849. This cemetery was on land owned by B. F. 
Hoyt, who allowed burials there. In addition to the names of physicians already 


given, the city directory for 1863 gives the name of one D. O. Regan ‘as a 
botanic physician. 
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1864 ‘ 


Dr. Thaddeus Williams, of the Galenic Institute, hit upon an ingenious scheme 
to obtain the names of tuberculous patients in this vicinity. He published a 
reading notice in the papers of February 2 under “A Card to the Public,” 
stating that he was preparing (by request) a paper for the American Journal 
of the Medical Sciences on “The Climatic Influence of Minnesota on Phthisis 
Pulmonalis,” and asking the city physicians and those throughout the state to 
communicate with him. He listed fourteen questions he desired to be answered 
and requested the names and addresses of patients, promising, however, 
not to use names in the article in cases where publicity was not desired. 
Whether this brought in any number of names of persons to whom he might 
send his advertising literature is not recorded, but a perusal of the above named 
journal has disclosed no article on tuberculosis by him. A few days after his 
“Card to the Public” appeared, another notice appeared which throws some 
light on his history. In the letter he stated that he had been engaged in practice 
in Louisville, Kentucky, before coming to Saint Paul, and gave as references 
the names of several physicians in Louisville and Cincinnati, who probably 
enjoyed a doubtful reputation. 

To physicians who served in our last war, it seems strange that a commis- 
sioned officer could resign from the army so easily during the Civil War. Dr. 
Reiger resigned and returned to Saint Paul in April, and Dr. Wharton resigned 
in August and returned in September. In the meantime other Saint Paul men 
entered the army. Dr. Robert L. Morris was commissioned assistant surgeon 
of the Eleventh Regiment, and Dr. Percival Barton, of West Saint Paul, assistant 
surgeon of the Seventh Regiment. Regarding Morris, no information is avail- 
able. Barton, however, graduated from the University of Pennsylvania in 1849. 
While not a resident of Saint Paul, he lived near enough to be noted here. He 
spent the last years of his life on his farm at Inver Grove. 

Although Dr. Rudolph Alberti lived in Saint Paul during the previous decade 
he had not up till this time advertised in the papers. In 1865 he announced 
that he was a graduate of the University of Berlin and that he could be con- 
sulted in the English, French and German languages. Three new physicians, 
other than those of the quack variety, became residents of Saint Paul this year. 
Martin Fossion, a French physician, arrived in May; Dr. H. Van Buren, late 
of Chicago, in July; and Dr. W. R. Simpson, of the Universities of Edinburgh 
and Dublin, in October. None of them remained more than a few months. As 
usual, the itinerant “doctors” were in evidence. Among them were Dr. Ben- 
jamin Phelps, oculist and ophthalmologist; Dr. Trallwill, who lectured on 
hygienic medication; and a Dr. Crees, “an old experienced medical electrician” 
who opened a hygienic boarding house on Seventh Street below Broadway. He 
came from Saint Anthony, where he had been connected with an institution of 
a similar character. 

An incident worth recording, perhaps, regarding Dr. Murphy may be given 
here. While hunting near Fort Wadsworth he was thrown from his horse and 
gored by a buffalo bull which confined him to his bed for a fortnight. Smallpox 
was rather more prevalent this year than usual, and the city council felt justified 
in building a temporary hospital for contagious and infectious diseases, in July, 
on the county farm. A party agreed to finish it in a week at a cost of $130, 
and in October an appropriation of $49 for the care of these patients was 
approved. 

The ginseng gatherers were busy again this year and during the week pre- 
ceding October 16, 50,000 pounds were shipped out of Saint Paul. Most of 
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this came from the vicinity of Taylor’s Falls, and the competition among buyers 
became keen, the price rising from 25 cents to as high as 40 cents a pound 
for the green root. At the present time the wild root is very scarce and it 
would be a difficult task to gather a single pound in a day in the same locality. 


As most physicians are sportsmen, it may be noted that three hunters killed 
sixty bears in the four weeks ending October 16 in the vicinity of Taylor’s 
Falls. Deer also were very plentiful. Forest fires were prevalent in the north 
during the early autumn, and no doubt drove the game southward. The writer 
must refrain from repeating any of the fish stories reported. As regards poli- 
tics, Dr. Stewart was elected mayor, and Dr. Brisbine school inspector for the 
fourth ward. The Saint Paul Academy of Medicine and Surgery still held 
the positions of city and county physicians. Brisbine took care of the offices 
in January, and Stewart in March. There is some question as to who acted 
for the other months. Dr. Mann was elected president of the State Agricultural 
Society. The directory for 1864 lists as physicians, John P. Kenna and Frank 
Dade. As their names appear in no other place they apparently remained in 
Saint Paul but a short time or else were obscure men. In June of this year 
the Protestant Orphan Asylum was organized, the officers of which were Mrs. 
Walter Webb, president; Mrs. S. Y. McMasters, vice president; Mrs. John 
Mattocks, treasurer; and Miss Postlewait, secretary. 


An interesting episode regarding a physician occurred early in the year. It 
was the conviction of one Dr. J. W. Dibbs, of Saint Anthony, who was charged 
with attempting to secure fraudulent exemption of two drafted men from mili- 
tary service. Dibbs injected air, with a pump, under the skin of the chest of the 
men in order to simulate emphysema. Dr. Stewart detected the fraud. Dibbs 
confessed and stated he had received $25 from each of the men. Dibbs had been 
surgeon to Captain Fisk’s expedition of 1863-1864. 


Other disasters overtook two of our physicians during the year. A son of 
Dr. Thaddeus Williams fell into a cistern adjacent to his home and was drowned. 
Dr. Dewey’s house was partially destroyed by fire and his valuable library totally 
destroyed. Of our physicians who were in the army, Dr. Rieger returned in 
March and Dr. Morton in December. 


The year also marks the date of the first medical books issued with a Min- 
nesota imprint. They were issued by the Galenic Institute; one was “A Private 
Medical Treatise,” 350 pages, 110 illustrations; the other was, “The Youths 
Manual.” Both were priced at one dollar and were of the type still issued by 
advertising medical institutes. 


Drs. Murphy and Wharton now became associated and Drs. Caine and C. D. 
Williams dissolved partnership. Brewer Mattocks became understudy to Dr. 
Stewart. Stewart evidently needed an assistant as he was now mayor, surgeon 
of the board of enrollment, director of the Superior Railroad and the Second 
National Bank, and vice president of the Home Insurance Company, and was 
about to be appointed postmaster. A Dr. James Hunter now appeared in Saint 
Paul and advertised extensively in the papers. Only one reputable physician 
seems to have entered practice here this year. He was Dr. J. M. McMasters, a 
son of the Rev. Dr. S. Y. McMasters. He associated himself with Dr. Brisbine. 
He had been a hospital steward in the regular army, and although he returned 
to Saint Paul at this time, he did not receive his diploma till the following year. 
Later he moved to Sioux Center, where he resided many years. He died in 
Indiana at the home of his daughter in the second decade of this century. 


(To be continued in April issue) 
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ON’ THE question of our relations and adjustments to the public in the practice of 

medicine, the office is receiving considerable comment and suggestion, particularly 
on the various phases that are being discussed in all of the popular magazines. The 
number of letters on the subject is so large that we cannot begin to mention the names 
of the writers. These letters and suggestions are all given careful consideration and they 
provide an important index of the opinion of the practicing profession on the questions 
at issue. Such interest should have the effect of uniting organized medicine in its study 
of the questions involved. The best studies can probably be made in small groups, formal 
or informal, where viewpoints are freely expressed. 


Group medical plans are being studied or are in force in the following places: 
California, Michigan, Seattle, Washington; Missouri, Cleveland, Ohio; New York, Wisconsin. 


The public is asking us for leadership without realizing apparently, that the questions 
involved are just as complex and human as problems regarding housing, clothing, personal 
relationships in the family, and all of the other conditions that enter into human health 
and happiness. Some people appear to feel that a medical heaven on earth can be brought 
about through some form of legislation. We find, however, that when we point out to 
individuals and groups the taxation involved in state medicine, also some disadvantages 
of government management and the danger to their own freedom of choice of physician, 
they commence to think of the practical implications. 


The problem before us is that of presentation of the viewpoint of organized medicine 
so that the public will understand that we are anxious for adequate medical care and 
that we always strive to be progressive; that, if we question certain viewpoints, it is 
because we doubt their ultimate value or the practicability of carrying them out. 


The practicing profession of Minnesota has stood behind and aided in the establishment 
of our state institutions for the mentally deficient, for tuberculosis, for public health boards 
and for our University. We have not taken a narrow attitude on these questions and we 
believe that there are many other problems in which the state is vitally and necessarily 
interested. These things should progress and gradually develop; but organized medicine 
also believes that voluntary practice has an important role in the health of the state. 


The program of the month for March calls for Degenerative and Circulatory Diseases 
(including heart, kidney and diabetes). That interest continues is evidenced by the requests 
to the State Office for packets on the various monthly subjects. Interest is further evidenced 
by continued suggestions of subjects. Dr. O. H. Wangensteen called attention to the fact 
that appendicitis is still a major unsolved problem in the practice of medicine. Dr. B. J. 
Branton writes that nervous and mental conditions have been suggested to him as another 
important subject due to the general tension evidenced, not only here, but throughout the 
world. Probably we can work these subjects in; if not, and the program proves of 
continued interest, such subjects will be given consideration next year and the State Office 
will be very glad to have continued suggestions and constructive criticisms. 


GeorcE Eart, M.D., President 
Minnesota State Medical Association 
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A.M.A. INDICTED 


N AN editorial entitled “Group Hospital As- 

sociation, Inc.” which appeared in the Sep- 
tember number of MINNESOTA MEDICINE, were 
related the essential facts pertaining to the pro- 
posed Grand Jury investigation of the Medical 
Society of the District of Columbia, the A.M.A., 
and some nineteen physicians by the United 
States Department of Justice. Some additional 
matters in connection with the investigation are 
worth mentioning. 

On December, 1938, while the matter was 
pending before the Grand Jury a special as- 
sistant to the Assistant Attorney General Arnold, 
by the name of Douglass Maggs, announced in 
a public address at Milwaukee, the charges be- 
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ing made by the government, which were given 
widespread newspaper publicity. All lawyers 
know that the Grand Jury is the outcome of 
centuries of struggle on the part of the Anglo- 
Saxon race for freedom from unjust arrest. 
A Grand Jury made up of fellow citizens hears 
evidence in secret and determines whether ar- 
rest and trial are warranted. This attempt on 
the part of a lawyer in the Department of 
Justice to influence the course of Justice is not 
in accord with the accepted American idea of 
fairness. This is not the first time that Arnold 
has attempted to use propaganda in advance of 
a Grand Jury indictment. 


Another measure has been used in the in- 
dictment of the A.M.A. in an effort to force the 
ideas of Assistant Attorney General Arnold on 
the medical profession. An offer was made to 
request the Court for a consent decree pro- 
viding the A.M.A. would go far beyond the 
legal requirement in acquiescing to the demands 
of the government. Such a consent decree by 
the Court would have the authority of law, and 
thus the views of Arnold would establish the 
law instead of legislative bodies and the courts. 
This is not the first time that this method of 
obtaining a consent decree has been used by 
Arnold. 


It is to be hoped that our A.M.A. officers will 
not be intimidated. Arnold has declared that 
criminal proceedings are much more effective 
than civil suits. Thus the physicians of the 
country are being indicted for actions alleged 
to be criminal. 


The A.M.A. has been indicted for activities 
alleged to be in restraint of trade. It is un- 
fortunate that the practice of medicine is labeled 
a trade. Although commercialism in medicine is 
admittedly too often in evidence, medicine is 
still a profession, the distinguishing feature being 
that money is not the prime consideration. There 
is plenty of evidence that science and service of 
humanity are still of more importance to the 
medical profession than financial return. 

It was perhaps inadvisable for the medical 
society of the District of Columbia to expel 
members for other reasons than moral turpitude. 
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A medical society member has certain legal rights 
even in a society which has free rein in admit- 
tance to membership. It is unfortunate, too, 
that this test case is to be tried in Washington 
where members of the jury may well be preju- 
diced in advance simply because they live in a 
locality from which emanate ideas favoring 
changes in medical practice. We cannot, how- 
ever, blame the medical profession of Washing- 
ton for being militant in defense of private 
practice. The Group Hospital Association, Inc., 
though limited to the Home Owners Corpora- 
tion employes, may well be expanded to include 
all government employes in Washington, which 
would mean government controlled medicine in 
our capitol. 


Incidentally, the term “socialized medicine” 
is a poor one and should be dropped. Medicine 
is already socialized. What is opposed by the 
medical profession is government controlled 
medicine, with its political appointments, loss 
of free choice of physician, loss of free initiative 
in a country in which free initiative is still sup- 
posed to exist in other activities. 


No one welcomes a suit and particularly a 
criminal suit. In spite of innocence, anyone will 
make every effort to avoid the publicity inci- 
dent to legal entanglement. The mere fact that 
one is being indicted carries a certain reflection 
on the character of the defendant. The physi- 
cians of the country are in that position today. 
It is perhaps a strange coincidence that this 
A.M.A. indictment should have occurred just 
before the President’s Interdepartmental Com- 
mittee made its recommendations to be submit- 
ted to Congress for appropriations for increased 
government activity in medicine, which in ten 
years’ time will amount to 850 millions of dol- 
lars a year. Will not any opposition on the 
part of the medical profession to this proposal 
be to a certain extent discredited by the mere 
fact that we are involved in criminal proceed- 
ings? 


It is believed that the action against the medi- 
cal profession is simply a part of a general pro- 
gram on the part of the federal government to 
break resistance to governmental domination of 
business and professional groups of citizens. 
For this reason the progress and outcome of 
the action are being watched with great interest 
by various business interests. Many newspapers 
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have come to the defense of the profession 
editorially. 

It is strange that in a country in which the 
system of free enterprise has been able, in the 
comparatively short period of 150 years, to estab- 
lish living conditions far surpassing those any- 
where else in the world, there should be such 
a swing on the part of government to abolish 
free enterprise through government competition 
and regimentation in almost every line of activity. 
Certainly there are enough citizens in our coun- 
try who value freedom, to influence our legis- 
lators irrespective of party designation so they 
will resist all proposed legislation designed to 
ruin private enterprise, including the private 
practice of medicine. 

C. B. D. 





SULFAPYRIDINE IN THE TREATMENT OF 
PNEUMONIA 


8 Monee has been considerable radio and press 
publicity regarding the remarkable curative 
qualities of a new drug related to sulfanilimide 
and known as sulfapyridine. Physicians are 
frequently asked about the use of this drug. 


The answer is that so far sulfapyridine is 


not available for general use. According to 
the requirements of the new Food and Drug Law 
passed last year by Congress, new drugs can- 
not be sold until they have been sufficiently tried 
out experimentally and clinically so that their 
value has been established, and proper methods 
of administration and any possible dangers ac- 
companying their use have been determined. 
The first reports of the use of sulfapyridine 
in the treatment of pneumococcis infections, 
especially pneumonia, which appeared in England, 
were most optimistic. Reports of its clinical 
use in St. Louis and Philadelphia which ap- 
peared in the Journal of the American Medical 
Association for February 11, 1939, are also 
favorable. In the same number of the Journal 
appeared a report by Perrin H. Long which 
constitutes the preliminary statement of the 
attitude of the Council on Pharmacy and Chem- 
istry regarding this new drug. The Council 
still considers the use of the drug not yet war- 
ranted. Although the reports mentioned are 
most encouraging the evaluation of new methods 
of treating pneumonia is difficult. New methods 
of treating pneumonia have come and gone and 
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one becomes conservative in accepting to@ read- 
ily the reports of new therapeutic measures. 
The virulence of pneumococcic pneumonia 
varies so greatly in children and adults and in 
different localities, that extensive trial is es- 
sential before proof can be had that a new drug 
is entitled to replace, for instance, serum 
therapy. No one so far can answer the question 
whether sulfapyridine should replace or be used 
in conjunction with pneumococcic serum. 

Until the profession obtains more complete 
knowledge regarding sulfapyridine, the well es- 
tablished methods of treating pneumonia which 
include serum treatment should be continued, 
although it seems likely that a valuable new 
drug is about to be available for the treatment 
of pneumococcic infections. 





Distribution of Diphtheria Antitoxin and Toxoid 
and Smallpox Vaccine by the State Board 
of Health 


Diphtheria Antitoxin—Diphtheria antitoxin is dis- 
tributed directly from the offices of the Board and 
through 250 distributing stations which are in charge 
of local health officers. Any physician who has imme- 
diate use for it may obtain antitoxin at any station. 
He is required to fill out a receipt and record blank 
accompanying each package showing its use. Any un- 
used syringes must be promptly returned to the 
source from which it was obtained. Antitoxin may 
not be held for possible future use. 

Diphtheria Toxoid—Alum precipitated toxoid (one 
shot), formalin toxoid (two or three shots), and 
Schick test material are not distributed through distrib- 
uting stations but directly from the offices of the 
Board in the State Office Building, St. Paul. Physicians 
may obtain any of these biologics in amounts they 
have immediate use for. Biologics may not be held 
for possible future use, and any unused vials must 
be promptly returned. 

Toxoid for immunization campaigns or large group 
immunizations is furnished only when the plans for 
such immunization or clinic are approved by the re- 
spective county or district medical society. 

Smallpox Vaccine—Smallpox vaccine is not distrib- 
uted through distributing stations but directly from 
the offices of the Board in the State Office Building, 
St. Paul. Vaccine cannot be furnished, as is toxoid, to 
physicians for use in their regular routine office prac- 
tice. Such restriction is necessary because of the 
short potency of life of vaccine, the fact that unused 
or out-dated vaccine cannot be returned to the produc- 
er for either credit or exchange for fresh, and par- 
ticularly because of limited funds. 

Vaccine for campaigns and large group immuniza- 
tions is furnished only when the plans for such im- 
munizations are approved by the respective county or 
district medical society. 
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William Dinwoodie 
1854-1938 


R. William Dinwoodie was born October 1, 1854, 
at Manchester, England, while his Scotch parents, 
residents of Locherlie, Scotland, were there on a visit. 


When fifteen years of age he immigrated with his 
family to America and settled in Acushnet, Massachu- 
setts. Here he continued his studies. He received his 
medical degree from the Jefferson Medical School of 
Philadelphia in 1877. 


After practicing for a few years in New Bedford, 
Massachusetts, Dr. Dinwoodie came to Saint Paul. He 
joined the Ramsey County Medical Society October 
30, 1882, and opened offices on Dayton’s Bluff, where 
he remained until 1915. 

In 1886, Dr. Dinwoodie married Pauline Schwartz. 
They were blessed with three children, a girl and two 
boys. His wife passed away in 1913 and in 1915 Dr. 
Dinwoodie moved his office to his daughter’s home, 
where he lived until 1930. At that time his daughter 
moved to California, and he made an extended trip 
east before entering the Masonic Home at Savage, 
Minnesota. 


In his younger days Dr. Dinwoodie wrote short 
stories and poems under the pen name of Edwin I. 
Wood. These appeared in newspapers and magazines. 
He served as first president of the Dayton’s Bluff 
Commercial Club. He was a member of the Ancient 
Landmark Lodge, A. F. and A. M., Minnesota Chapter, 
I.R.A.M., Osman Temple of the Mystic Shrine, Da- 
mascus Commandery, Knights Templar, and was also 
affiliated with the Odd Fellows, Modern Woodmen of 
America, and the Scottish Clans. He was a member 
of the Presbyterian Church and was a republican in 
politics. 

Dr. Dinwoodie died May 12, 1938, following an ill- 
ness of two months. He is survived by his daughter, 
Mrs. Burton Benham, a son James of Saint Paul, and 
a son George C. of Atlanta, Georgia. 





Wilmot Edwin Patterson 
1882-1939 


Dr. W. E. Patterson, for twenty years a practitioner 
in Westbrook, Minnesota, died following a throat in- 
fection, January 15, 1939. 

Dr. Patterson was born at Newburgh, Ontario, on 
October 22, 1882. He graduated from the Newburgh 
High School and attended medical school at Queens 
University, Kingston, Ontario, where he received his 
M.D. degree April 12, 1906. After serving an intern- 
ship at Bellevue Hospital, New York, he practiced for 
a year in New York City, and for a year at Rem- 
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brandt, Iowa. The years 1910 to 1912 were spent at 
Westbrook, Minnesota. He then moved to Currie, 
Minnesota, and in 1918 to Hibbing. In 1919, he returned 
to Westbrook, where he remained. 

In 1914, while at Currie, Dr. Patterson married Isa- 
bel Ruth Bragdon, who passed away in 1930. Six chil- 
dren, John, Robert, William, James, Elizabeth Jean, 
and Phyllis, survive him. 

Dr. Patterson was an interested and active member 
of the Southwestern District Medical Society, the 
Minnesota State and American Medical Associations. 
A Presbyterian and a member of the Masonic order, 
he took an active interest in local public affairs. His 
was a life devoted to the high ideals of his profession. 





David U. Surface 
1868-1938 


David U. Surface was born August 22, 1868, at Cof- 
feyville, Indiana, and died at his home near Pokegama 
lake, Dec. 2, 1938. He received his certificate of phar- 
macy in 1892 and graduated from the Sioux City Col- 
lege of Medicine in 1896. He began the practice of 
medicine immediately after receiving his diploma in 
Leeds, Iowa, and later moved to Holly Springs, Iowa, 
where he operated a drug store in connection with his 
practice. Later he moved to Castana, Iowa, and then 
to Nemaha, Iowa. 

In 1900 his health compelled him to abandon active 
practice and he moved to the Black Hills in South Da- 
kota. Physicians were few and far between in that re- 
gion in those days and he found it impossible to give 
up medicine. Men would persist in getting shot or 
otherwise damaged and babies still insisted on being 
born, and all and sundry needed medical attention. 

In 1908 he moved to Ekalaka, Montana, determined 
to give up the practice of medicine entirely. Here he 
became acquainted with Dr. Albert S. Sherrill of Camp 
Crook, S. D., who made regular trips to Ekalaka. A 
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lasting friendship soon developed and Dr. Surface took 
care of Dr. Sherrill’s practice for several years while 
the latter was attending to his duties as a member of 
the South Dakota legislature. 


When the influenza epidemic of 1918 broke out, the 
first victim in the little town of Marmarth, North Da- 
kota, was their doctor. Dr. Surface was called imme- 
diately and worked day and night with little or no 
assistance all through the epidemic. 


In 1920 he moved to Grand Rapids, Minnesota, where 


he resided on a farm near Pokegama lake until his 
death. 


Dr. Surface’s parents were farmers in Iowa and were 
financially unable to help him with his education. He 
left the farm while yet a boy and got work in a drug 
store, where he commenced his study of pharmacy. 
When he entered medical school his education was 
such that he had to study many of the common school 
branches along with his regular college work. The 
strain he was under in those days is thought to have 
been the cause of the early break in his health. He 
was a partial invalid from 1908 until his death. 


Dr. Surface is survived by his wife; one daughter, 
Mrs. Henry Hegdahl; and two sons, William and Joy, 
having lost one son in an automobile accident in July, 1938. 


An interesting incident occurred while Dr. Surface 
was in Marmarth. The town had a population of only 
about 1,000 and only one hotel, where he had engaged 
a room. Everybody in town knew where to find him 
so it was impossible to get any rest. One Frank Gibbs 
owned a hardware and furniture store with undertaking 
rooms in connection. Seeing that the doctor was about 
“all in” Mr. Gibbs asked him why he didn’t go to bed 
and get some sleep. The answer was that it was im- 
possible, everyone was clamoring for a doctor. Gibbs 
“You come with me” and he took him to the 
store and made up a bed in the embalming room. “No 
one will find you here,” and they didn’t. He slept the 
clock around. 





THE MARK OF’ A MAN 


A sensible man does not brag . .. You shall not tell me that your commercial 
house, your partners, or yourself are of importance; you shall not tell me that you 
have learned to know men; you shall make me feel that; your saying so unsays it. You 
shall not enumerate your brilliant acquaintances nor tell me by their titles what books 
you have read. I am to infer that you keep good company by your better information 
and manners, and so infer your reading from the wealth and accuracy of your conver- 
sation . . . The mark of the man of the world is absence of pretensions. He does 
not make a speech, he takes a low business-tone, avoids all brag, is nobody, dresses 
plainly, promises not at all, performs much, speaks in monosyllables, hugs his fact. He 
calls his employment by its lowest name, and so takes from evil tongues their sharpest 
weapon . . . Men take each other’s measure when they meet for the first time—and 
every time they meet . . . Men do not convince by their argument, but by their personality. 


—RaLPpH WALDO EMERSON. 
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THESE PRINCIPLES GOVERN 
CONTRACT PRACTICE 


One of the most important of recent revisions 
of the Principles of Medical Ethics of the Amer- 
ican Medical Association restates specifically the 
principles which must govern contract practice 
in all of its forms. Much misunderstanding and 
contention have developed in many parts of the 
country as a result of lack of understanding on 
the part of all concerned of these principles. 
They were adopted by the House of Delegates 
of the American Medical Association in 1937 
and were explicitly accepted at the recommenda- 
tion of the Committee on Contract Practice by 
the House of Delegates of the Minnesota State 
Medical Association as the measure for accept- 
ance or rejection of all contract practice in Min- 
nesota. They are reprinted here because their 
importance to every physician demands that he 
read and be familiar with them. 


REVISED PRINCIPLES OF MEDICAL ETHICS OF THE 
AMERICAN MEDICAL ASSOCIATION—1937 


Conditions of Medical Practice 


Sec. 2—It is unprofessional for a physician to dispose 
of his services under conditions that make it impossi- 
ble to render adequate service to his patient or which 
interfere with reasonable competition among the phy- 
sicians of a community. To do this is detrimental to 
the public and to the individual physician, and lowers 
the dignity of the profession. 


Contract Practice 


Sec. 3—By the term “contract practice” as applied to 
medicine is meant the carrying out of an agreement 
between a physician or a group of physicians, as prin- 
cipals or agents, and a corporation, organization, po- 
litical subdivision or individual, to furnish partial or 
full medical services to a group or class of individuals 
on the basis of a fee schedule, or for a salary or a 
fixed rate per capita. 


Contract practice per se is not unethical. However, 
certain features or conditions if present make a con- 
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tract unethical, among which are: (1) When there is 
a solicitation of patients, directly or indirectly. 
(2) When there is underbidding to secure the con- 
tract. (3) When the compensation is inadequate to 
assure good medical service. (4) When there is inter- 
ference with reasonable competition in a community. 
(5) When free choice of a physician is prevented. 
(6) When the conditions of employment make it im- 
possible to render adequate service to the patients. 
(7) When the contract because of any of its provisions 
or practical results is contrary to sound public policy. 
The phrase “free choice of physician,” as applied to a 
contract practice, is defined to mean that degree of 
freedom in choosing a physician which can be exer- 
cised under usual conditions of employment between 
patient and physician when no third party has a valid 
interest or intervenes. The interjection of a third 
party who has a valid interest or who intervenes does 
not per se cause a contract to be unethical. A “valid 
interest” is one where, by law or necessity, a third 
party is legally responsible either for cost of care or 
for indemnity. “Intervention” is the voluntary assump- 
tion of partial or full financial responsibility for medi- 
cal care. Intervention shall not proscribe endeavor by 
component or constituent medical societies to maintain 
high quality of service rendered by members serving 
under approved sickness service agreements between 
such societies and governmental boards or bureaus and 
approved by the respective societies. 

Each contract should be considered on its own merits 
and in the light of surrounding conditions. Judgment 
should not be obscured by immediate, temporary or 
local results. The decision as to its ethical or unethical 
nature must be based on the ultimate effect for good 
or ill on the people as a whole. 


Direct Profit to Lay Groups 


Sec. 5—It is unprofessional for a physician to dis- 
pose of his professional attainments to any lay body, 
organization, group or individual, by whatever name 
called, or however organized, under terms or condi- 
tions which permit a direct profit from the fees, sal- 
ary or compensation received to accrue to the lay body 
or individual employing him. Such procedure is be- 
neath the dignity of professional practice, is unfair 
competition with the profession at large, is harmful 
alike to the profession of medicine and the welfare of 
the people, and is against sound public policy. 
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REPORT ON NORTHWEST REGIONAL 
CONFERENCE 


The Northwest Regional Conference was held 
in Chicago on February 12. This conference 
was started in Minnesota some twelve years ago 
for the purpose of discussing economic problems 
of medicine. Beginning with a round table dis- 
cussion in which representatives from Minne- 
sota, Wisconsin and Iowa took part, it has ex- 
panded its territory so as to include more than 
12 states in the Middle West. More than 150 
men were in attendance at the sessions, including 
ten representatives from Minnesota, presided 
over by Dr. Carl Vohs of St. Louis. The pro- 
gram included a variety of subjects of current 
economic interest. 


Group Hospitalization Considered 


In the first paper, prepared by Major G. Seelig 
of St. Louis, group hospitalization was consid- 
ered from a state-wide viewpoint. It is quite re- 
markable how rapidly group hospitalization has 
spread throughout the land. Organized medicine 
was somewhat skeptical about the plan at first, 
largely because it was feared that medical serv- 
ices would be included in the scheme. However, 
the public took to the idea from the first, and 
hospital insurance groups are now organized in 
most of the larger communities. In many states 
efforts are now being made to adapt the plan to 


rural areas. In Missouri, where the movement . 


is well organized, the following measures were 
adopted to interest the rural districts: 


Missouri Procedure 


1. A state central committee was formed, in 
which every county was represented. 

2. The farmers were enrolled throughout the 
state, with the aid of the Farm Bureau. 

3. Many difficulties were ironed out, such as 
objections to the monthly payment, which were 
overcome by establishing a quarterly payment. 

Although the response in urban centers was 
much better, nevertheless attempts to interest 
those in the agricultural districts have been quite 
successful. It is of interest to note that the ad- 
ministrative cost of group hospitalization in Mis- 
souri has been greatly lowered and that the av- 
erage stay in the hospital has been reduced now 
to 8.5 days. They have been adamant from the 
start in exempting medical care and in recog- 
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nizing the independence of the services of an- 
esthetists, pathologists and roentgenologists. 


Pennsylvania's Plan 


The next paper dealt with the Public Assist- 
ance Program for the medically indigent in 
Pennsylvania, by the highly efficient and intelli- 
gent state secretary of the Medical Society of 
Pennsylvania, Dr. Walter F. Donaldson. The 
plan is somewhat similar to that adopted in many 
other states, but differs in that the county wel- 
fare committee includes representatives from all 
the agencies which are involved in caring for 
the sick. The care of the indigent sick was made 
responsible to the Public Assistance Department 
of the state and they turned to the state medical 
society for guidance. This plan was adopted in 
most of the counties of Pennsylvania under the 
guidance of the able secretary and is being suc- 
cessfully carried out to the satisfaction of all 
concerned. 


“Despite Ingratitude” 


Said Dr. Donaldson at this meeting: “To the 
physicians of Pennsylvania and to physicians 
throughout the nation interested in this great 
socio-economic medical problem of maintaining 
quality personalized medical service to indigent 
wards of the state—no longer to be considered 
‘charity’ patients—we strongly advise patience, 
integrity and determination. We must apply 
these virtues to the problem until the taxpayers 
and their legislative representatives have had 
time to note that good medical service can not 
be produced without a fair outlay of money, and 
may not be maintained under any politically 
dominated administrative system. 

“We need the patience to carry on in spite of 
defections and criticism within and without our 
profession. Determination and integrity are es- 
sential to the discharge of our definite obliga- 
tions to the thoroughly matured spirit of our 
profession to render at all times and to all per- 
sons our best service, despite reciprocal misun- 
derstanding or ingratitude. He who does public 
good for the many may find but few who are 
truly grateful.” 

The Pennsylvania plan might well be a model 
for any state which wishes a similar set-up. 

The next paper, on Middletown Modernizes 
Medicine, by several representatives of organ- 


193 





MEDICAL ECONOMICS 


ized medicine in Muncie, Indiana, shows to what 
extent careful organization of the county society 
can control and facilitate the care of the sick to 
the mutual satisfaction of all concerned. 


School Health 


Also of interest was the paper on The Phy- 
sician’s Role in the Public Health Program, by 
Health Commissioner Theodore Meyer of St. 
Louis County. This able representative of Pub- 
lic Health has adopted the sane viewpoint that 
the success of any public health program is de- 
pendent upon codperation with the general prac- 
titioner. It was most reassuring to hear him de- 
scribe the way in which the services of the gen- 
eral practitioner are employed in carrying out 
the public health program in St. Louis County. 
The reference of certain duties to the general 
practitioner and close codperation between him 
and the health department has worked out very 
successfully. He decried the routine methods 
usually employed in the examination of school 
children and in its place instituted the plan of 
transferring their examination to the private of- 
fice of the family physician. He believes in this 
way a better and more thorough physical exami- 
nation can be obtained, rather than the cursory, 
rapid examination usually given. Confusion fre- 
quently resulted in carrying out the advice of 
the school examiner and physical defects noted 
by the routine school examination were seldom 
taken care of. The presence of the parents and 
discussion with the family physician concerning 
therapy indicated is essential. Additional advan- 
tages of this plan were: (1) parents were edu- 
cated to have the child pay frequent visits to the 
physician, (2) the services of an expensive spe- 
cialist often proved unnecessary, and (3) the 
percentage of therapy carried out was raised 
from 3 to 40 per cent. 

Public health nurses are trained and instructed 
to codperate with the family physician and to 
follow his instructions. 

The success of the treatment of venereal dis- 
eases depends entirely on codperation with the 
general physician. 


“Like a Trout Fly” 

Dr. Henry A. Luce of Detroit, president of 
the Michigan State Medical Society, expressed 
himself vigorously and picturesquely on the sub- 
ject of the health security program of President 


194 


Roosevelt—Michigan is now working on a vol- 
untary health insurance program of its own. 

Said Dr. Luce: “The National Health Pro- 
gram is an effort, under disguise, to place organ- 
ized medicine under a government dictatorship. 

“Tt is like a trout fly,” he said, “beautiful to 
look at and it attracts the fish; but it has a hook 
in it.” 

In one place in the President’s message, Dr. 
Luce pointed out, the government’s responsibil- 
ity in a federal health program was declared to 
be financial and technical, the creation and direc- 
tion of programs being left to the states. 


If the Government Wants It, Too 


In another place it was pointed out that fed- 
eral grants in aid would only be made to pro- 
grams meeting federal approval. 

“In other words,” said Dr. Luce, “you can 
have any medical system you want, provided it 
is what the federal government wants. 

“The recommendations of organized medicine 
have been ignored in the formulation of the fed- 
eral program for expansion of medical care. 
Propaganda has been released to discredit the 
medical profession. 

“If the forces that are now seeking govern- 
ment-controlled medical care continue unchecked, 
they will lead direct to a dictatorship that is 
communistic in thought. 


Concerning Possible Dangers 


Under the title of Supplementary Arrange- 
ments for Medical Care, Dr. R. G. Leland of 
the Bureau of Medical Economics of the A.M.A. 
made some very interesting observations con- 
cerning recent developments in the field of sick- 
ness and hospital insurance. He called attention 
to some of the possible dangers involved and his 
counsel will bear careful study by members of 
every state or county society adopting these 
plans. His remarks will not be discussed fur- 
ther here, since Dr. Leland is planning to talk 
on a similar subject to the Conference of County 
Officers in the near future. 


Medical Survey 


I was asked to submit a summary on the prog- 
ress of the Survey conducted by the A.M.A. on 
the need and supply of medical and hospital care. 
Since the reports are far from complete and the 
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data are in the process of being assembled pre- 
paratory for a final report to. the A.M.A. in 
May, it was impossible to give any conclusions 
as to the final results. However, there were sev- 
eral points which were outstanding. In the first 
place, the percentage of physicians who appreci- 
ated the importance of the Survey and who co- 
Operated in carrying it out unfortunately was 
comparatively low. 


Physicians Lagged 


It is quite apparent that the majority of physi- 
cians failed to appreciate the importance of the 
Survey and its practical significance. It is esti- 
mated that the returns from Form 1 which was 
filled out by doctors and dentists will be avail- 
able from only about twenty per cent of the 
membership of the A.M.A. In contrast, the re- 
turns from the other forms filled out by allied 
agencies will average better than 60 per cent and 
in several states they will be almost 100 per cent 
complete. Some objections were made to 
filling out the three forms of 1F with refer- 
ences made to useless bookkeeping. In the Bu- 
reau of Economics are copies of 59 blanks 
which must be filled out at the end of each day 
by the physician in France if he wishes to collect 
his fees, and there are a greater number in Ger- 
many. Nevertheless, it is believed that there 
will be enough returns by March 1, when the 
final summaries will be made in the Bureau of 


Economics, so that a fair appraisal of the status: 


of medical care in the U. S. will be available. 


Estimate Exaggerated 


One fact stands out rather prominently—the 
much quoted estimate made by Federal Health 
authorities to the effect that there are forty mil- 
lion people in the United States who lack ade- 
quate medical care is the wildest exaggeration. 
Forty thousand people would be nearer the 
truth, and but few of these would be barred 
from medical care if they cared to have it. 
There is considerable difference in the various 
sections of the country in available health serv- 
ices. In certain sections of the South and in 
some of the sparsely settled areas of western 
states, current economic conditions have made 
medical care unsatisfactory. 

In most of the country, instances of failure in 
securing medical care have been amazingly few. 
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The financial burden in certain groups seemed 
to be the greatest problem noted by many physi- 
cians and allied agencies. 


Study Invaluable 


Medical societies everywhere are endeavoring 
to solve this problem and will do so without 
federal interference. A large number of physi- 
cians expressed the desire for some form of 
voluntary sickness insurance controlled by or- 
ganized medicine. The Survey should prove to 
be invaluable in giving for the first time fairly 
complete appraisal of the status of medical care 
and its facilities in the counties and states. This 
should serve as a guide as to ways for improve- 
ment of our present methods. Another advan- 
tage gained should be an increased codperation 
in future. Certain it is that more surveys in 
the future will be necessary to progress. 

W. F. Braascu, M.D. 





POPULAR NEW PROGRAM 

The Co6rdinated Medical and Public Health 
Program of the Minnesota State Medical As- 
sociation is now three months old and some 500 
requests for packets have already been received 
at the state office. 

Three bulletins on the subjects of the month 
have been sent out to each member; the pneu- 
monia bulletin in January, the pediatrics bulletin 
in February and the bulletin on degenerative 
diseases in March. Speakers have been secured 
for a number of medical societies on the sub- 
ject and also for parent-teacher groups and 
others. A special series of newspaper articles 
has been sent to Minnesota newspapers for each 
month and the weekly radio broadcasts by Dr. 
W. A. O’Brien have been selected especially 
to further the program. <A program of this 
type gathers momentum as it goes and, judging 
by its early popularity, the new program should 
be one of the most valuable activities ever car- 
ried on by the state association. 

The regular News Letter from the state of- 
fice which went, previously, only to county of- 
ficers and committee members, is now being 
sent with the bulletin of the month, also, to 
each member. 


News notes from county societies concerning 
meetings or other undertakings will be welcomed 
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for this News Letter which is designed especial- 
ly to disseminate organization news and which, 
it is hoped, will be read by every member. 





DO WE WANT A JOB HOLDER? 


Two recent editorials from the Windom Re- 
porter (Minn.) are typical of the reservations 
which many Minnesota editors expressed with 
regard to President Roosevelt’s national health 
program. 

Paragraphs from each follow: 


“Roosevelt’s latest appeal for popularity through 
federal care for the ills of mankind takes the line 
of socialized medicine. The American Medical Asso- 
ciation is opposed to this scheme for a great many 
very good reasons, reasons which every voter should 
consider. Not the least of these reasons is that it 
will have a tendency to arrest and discourage advance- 
ment in medical science. Beyond that, there is the 
political patronage slant, the fact that in countries 
where it has been tried there is more sickness and 
fewer new and successful treatments discovered . . . 
The question is do we want to select our own family 
doctor or just a political job holder?” 


With Special Alarm 


“Washington correspondent, Paul Mallon, says that 
Roosevelt’s appeal to the dear people in the form of 
socialized medicine (a salaried doctor in place of your 
family doctor) was blown out of a window when it 
came before Congress. It didn’t get as far as fixing 
world finance, the workmen’s pay envelope, the price 
of railroad ties and a lot of other things. Of course 
if it had got through, we could expect with it an 
alarm clock for each person so arranged as to give a 
special alarm to wake the patient up when it was time 
for him to take the government medicine.” 


NOT A SUBSTITUTE 


There can be little disagreement on certain 
fundamental objectives in regard to medical 
care. The medical profession agrees with. all 
her agencies on the importance of the following 
objectives: the provision of good medical care 
for all the people; the development of compre- 
hensive preventive and public health services; 
the development of appropriate measures to com- 
bat specific health problems; and a continuous, 
orderly improvement of the distribution of medi- 
cal services and hospital facilities, both by 
geographic and economic divisions. 

The medical profession would be the “last 
to deny the existence of medical needs” in the 
United States. Its whole mission has been to 
fulfill those needs, and it has always sought to 
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meet every need at is arises by the development 
of appropriate medical services. The profes- 
sion, however, cannot be blind to the fact that 
there are other unfulfilled needs, especially such 
as relate to food, clothing and housing, which 
are often as essential to the preservation of 
health as is medical care. It is impossible to 
isolate medical care from these other needs- 
either with regard to the preservation of health 
or in the formulation of a health program; 
neither can medical care be looked upon as a 
substitute for such other essentials. 
—Bronx County Medical Bulletin, 





TEN DON'TS IN THE FRACTURE CASE 
(Monthly editorial prepared by the Medical 
Advisory Committee) 

That you may avoid malpractice litigation and 
its inconvenience, your Medical Advisory Com- 
mittee submits the following Don’ts: In Frac- 

TURE CASES. 

1. Do not attempt to treat a sprain or fracture 
without an x-ray examination. 

2. Do not reduce a fracture with misplacement 
without some type of an anesthetic. 
Do not reduce a fracture without competent 
assistance. 
Do not fail to tell the patient the condition 
you are trying to overcome. 
Do not apply a cast or splint without ad- 
vising the patient of the symptoms of im- 
paired circulation. 
Do not fail to advise and insist on hospital 
care if you deem it necessary. 
Do not neglect to see the patient often 
enough. Better many times too many than 
once too few. 
Do not forget to advise the patient of the 
damage to soft parts and the possible result 
of this damage to function. 
Do not let him forget that complete codp- 
eration is expected by you during treatment 
and that only through such codperation can 
best results be obtained. 
Do not fail to make detailed records which 
should include history of accident, physical 
and laboratory findings—those present at 
time of examination and treatments—x-ray 
findings, dates of services rendered, splints 
and other materials used, advice given pa- 
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tient and information as to who may have 
heard this conversation. In fact, do not 
think any incident or happening too insig- 
nificant to warrant recording. Then file 
them carefully and permanently.—B.J.B. 





MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS 


License of Minneapolis Physician Revoked 


In the Matter of the Revocation of the License of 
George Frederick Lemke, M.D. 


Following a hearing held before the Minnesota 
State Board of Medical Examiners on February 11, 
1939, the license to practice medicine and surgery 
held by George Frederick Lemke, M.D., 512 Pence 
Bulding, Minneapolis, was revoked. Dr. Lemke was 
found guilty by the Medical Board of procuring, aid- 
ing and abetting a criminal abortion on a twenty-two 
year old Saint Paul girl. The Board also found Dr. 
Lemke guilty of conduct unbecoming a person licensed 
to practice medicine and detrimental to the best in- 
terests of the public in connection with the same case. 

The girl, employed in the diet department of a Saint 
Paul hospital, was found dead on a table in Dr. Lemke’s 
office on December 10, 1938. The evidence before the 
Board disclosed she paid Dr. Lemke $50 for an 
abortion; that she died while the abortion was being 
performed by Dr. Lemke. There was also testimony 
that Dr. Lemke performed from fifteen to twenty-five 
abortions per month; that his charges ranged from 
$50 to $300. 

The records of the Medical Board show that Dr. 
Lemke was indicted for abortion in 1912 but was not 
tried until 1914 when he was found not guilty, in the 
District Court at Minneapolis. Dr. Lemke was also 
indicted in Federal Court in 1913 in Minneapolis 
charged with sending information through the mails 
on abortion. 
new trial and finally acquitted. 

Dr. Lemke was born in Saint Paul in 1879 and 
graduated from the College of Physicians and Surgeons 
at Baltimore in 1906. He was licensed in Minnesota 
in 1908 on reciprocity with New Jersey where he was 
licensed in 1907. Dr. Lemke was also licensed in New 
York in 1907. 





INTRANASAL MEDICATION 


Recently Walsh and Cannon (Ann. Otol., Rhin. and 
Laryng., 47:579, Sept., 1938) reported*that the intra- 
nasal administration of oily preparations, when given in 
large total amounts and over a long period to normal 
rabbits free from upper respiratory infections, seemed 
to initiate lesions in the lungs which could be dem- 
onstrated in roentgenograms. These _ investigators 
found that isotonic saline solutions containing such 
vasoconstrictors as ephedrine hydrochloride and neo- 
synephrin hydrochloride did not cause pulmonary dam- 
age after intranasal instillation in normal rabbits. The 
observations of these workers and the reports of others 
point to the potential dangers of intranasal medication 
and to the tentative conclusion that the only completely 
safe intranasal medicaments are weak saline solutions 
of appropriate vasoconstrictors. (J.A.M.A., Nov. 5, 
1938, p. 1770.) 
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Dr. O. F. Mellby is the newly named chief of staff 
of Mercy Hospital, Thief River Falls. Trustees of the 
hospital appointed him at their meeting on February 14. 

¢* 2 


Dr. and Mrs. M. Vik, who have been in the South 
for the past month and a half, returned recently to 
their home in Onamia. While away, Dr. Vik studied 
in New Orleans. 

* * * 

Dr. Karl C. Wold has announced the removal of his 
offices to 515 Lowry Medical Arts Building, Saint 
Paul, and his association with Dr. Robert W. Holman, 
in the eye, ear, nose and throat specialty. 

*x* * * 


For an indefinite period of time, Dr. D. T. Schuele, 
of the Gamble Clinic at Albert Lea, will include in his 
practice Emmons, Minnesota, and vicinity. He succeeds 
Dr. R. T. Trombley, who left recently for New Mexico. 


* * * 


Dr. Carl Coombs, formerly associated with Dr. R. C. 
Radabaugh of Hastings, Minnesota, has taken over the 
practice of Dr. Leila Gorenflo at Cass Lake. Dr. and 
Mrs. Coombs moved to their new home the first week 
of February. 

* * * 

On February 5, Dr. Leonard Johnston initiated his 
medical and surgical practice in Slayton, Minnesota, 
by opening offices in the Weck Building there. Dr. 
Johnston formerly practiced in Minneapolis. He and 
Mrs. Johnston are now making their home at Slayton. 

* * * 


Dr. P. E. Kierland, of Alexandria, Minnesota, 
has been appointed county coroner to fill the vacancy 
in this office occasioned by the death of Dr. J. A. Mc- 
Cabe. Dr. Kierland was appointed at the meeting of 
the Douglas County Commissioners on Tuesday morn- 
ing, February 7. 

* ¢ «6 

On Tuesday, February 14, Miss Mary Loretta Law- 
ler, daughter of Mr. and Mrs. Martin J. Lawler, of 
Rochester, became the bride of Dr. Walter F. Kvale, 
a fellow in the Mayo foundation. Upon returning from 
their wedding trip, Dr. and Mrs. Kvale will make their 
home in Rochester. 

* * * 

Dr. E. E. Novak of New Prague, former president 
of the Minnesota School Board Association, has been 
elected a member of the Board of Regents of the 
University of Minnesota, by the state legislature. Dr. 
Novak represents the second congressional district. 
His term expires in February, 1943. 

* * * 

Dr. Ludvig Hektoen, Executivé Director of the Na- 
tional Advisory Cancer Council, U. S. Public Health 
Service, will present the Annual Minnesota Cancer 
Institute Lecture on April 17, 1939. Dr. Hektoen will 
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speak on “Advances in the Knowledge and Control of 


Cancer.” 


* * * 


Dr. Irvine McQuarrie, Professor and Head of the 
Department of Pediatrics, University of Minnesota, 
will speak on “The Significance of Inorganic Metabo- 
lism in Diabetes” at a joint meeting of the Wayne 
County Medical Society and the Detroit Diabetes As- 
sociation on February 13, in Detroit. 

x* * * 


Dr. Henry Porter Johnson, of Fairmont, Minnesota, 
veteran of half a century in medicine, celebrated his 
4th birthday on the 3rd of February. The “Grand 
Old Man of Medicine,” as he is affectionately called by 
people of his community, is still vigorous and active. 
He goes to his office daily and still makes calls on 
patients. 

ee 8 s 

Dr. Arthur E. Hertzler of the Hertzler Clinic, Hal- 
stead, Kansas, and author of “The Horse and Buggy 
Doctor,” will present the Sixth Annual Clarence E. 
Jackson Lecture on Thursday evening, March 16, 1939, 
in the Northrop Memorial Auditorium. The subject 
of Dr. Hertzler’s address will be “The Morphology of 
the Thyroid Gland.” 

* * * 

On February 24, Dr. E. T. Bell, Professor and Head 
of the Department of Pathology, University of Minne- 
sota, will deliver the Christian Fenger Lecture of the 
Chicago Pathological Society and Institute of Medicine 
at the Palmer House in Chicago. Dr. Bell will speak 
on the pathogenesis of glomerulonephritis, including 
lipoid nephrosis. 

* « » 

Dr. George W. Clifford, of Osakis, recently has 
joined partnership with Drs. A. D. Haskell and P. E. 
Kierland, of Alexandria. He is filling the vacancy oc- 
casioned by the departure of Dr. R. W. Steube, who 
has been associated with Dr. Haskell and Dr. Kierland 
for the past few years. Dr. Steube is leaving Alexan- 
dria to take a postgraduate course in surgery. 

* * * 


Dr. Owen H. Wangensteen, Proressor and Head of 
the Department of Surgery, University of Minnesota, 
gave the fifteenth Lewis Linn McArthur Lecture of 
the Frank Billings Foundation on January 27 at the 
Institute of Medicine of Chicago. Dr. Wangensteen 
spoke on “The Genesis of Appendicitis in the Light of 
Functional Behavior of the Vermiform Appendix.” 

* £ @ 


Human convalescent serum is now available for the 
prevention or treatment of measles, scarlet fever, 
whooping cough and mumps, according to a recent an- 
nouncement of the Human Serum Laboratory of the 
University of Minnesota. 

Serum will be furnished at the standard price set 
by the American Human Serum Association. 


* * * 


Dr. Frederick C. Warnshuis, president of the Amer- 
ican Medico-Legal Association, with headquarters at 
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137 Newbury Street, Boston, is desirous of receiving 
the names and addresses of Doctors in Medicine who 
have also received degrees from accredited law schools 
and have been admitted to the bar. All such are re- 
quested to submit their names and data regarding past 
and present medical and legal activities to him. 


* * ok 


For the fifth consecutive year, the psychiatric staff, 
of-the Menninger Clinic, Topeka, Kansas, will offer a 
week’s postgraduate course in Neuropsychiatry in Gen- 
eral Practice, April 17-22. This practical presentation 
of dynamic psychiatry through lectures and case pres- 
entations has been attended by physicians from nine- 
teen states in the past four years. Enrollment is lim- 
ited to thirty. Address inquiries to Dr. Robert P. 


Knight, Chairman. 
e * @ 


With talks before the Royal Society of Medicine, 
London, and before the Gesellschaft der Aerzte, Zurich, 
in prospect, Dr. J. G. Love sailed with Mrs. Love from 
New York for Europe on Saturday, February 11. 
While Dr. and Mrs. Love are touring the continent, 
Dr. Love will make a special point of visiting clinics 
in Italy, Switzerland, Belgium, Holland, the Scandina- 
vian countries, the British Isles, and France. 


: es 


The Samuel D. Gross Prize of the Philadelphia 
Academy of Surgery, consisting of $1,500, is again 
being offered for the best original essay, not to ex- 
ceed 150 pages, on some subject in Surgical Pathology 
or Surgical Practice. The essay must be written by 
one author, an American citizen, and should be sent 
to the Trustees of the Samuel D. Gross Prize, of the 
Philadelphia Academy of Surgery, care of the College 
of Physicians, 19 South 22nd Street, Philadelphia, 
Pennsylvania, before January 1, 1940. 


* * * 


Plans are under way for widespread use of a new 
visual educational method known as “isotype” in the 
Minnesota campaign against tuberculosis. Charts and 
booklets in which important information on health 
are graphically presented by use of symbols or stick- 
men will be distributed throughout the state in 1939 as 
far as Christmas Seal funds permit, according to an 
announcement made by Dr. E. A. Meyerding, Execu- 
tive Secretary of the Minnesota Public Health Asso- 
ciation. 

“Tuberculosis Spreads in the Household”; “Protect- 
ing One Protects Many”; “Tuberculosis Germs Are 
Passed from Person to Person in Many Ways”; “Tu- 
berculin Tests and X-ray Discover the Infected and 
the Sick,” are a few of the messages strikingly pre- 
sented by stickmen on the charts. 

Developed by Dr. Otto Neurath of the International 
Foundation for Visual Education, of the Hague, Hol- 
land, inventor of isotype, with the codperation of the 
National Tuberculosis Association, the charts represent 
the most modern approach to the educational prob- 
lem. 
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MEDICAL BROADCAST FOR MARCH 


The Minnesota State Medical Association Morning 
Health Service 

The Minnesota State Medical Association broad- 
casts weekly at 11:00 o’clock every Saturday morn- 
ing over Station WCCO, Minneapolis (810 kilo- 
cycles or 3702 meters) and Station WLB, Univer- 
sity of Minnesota (760 kilocycles or 395 meters). 

Speaker: William A. O’Brien, M.D., Associate Pro- 
fessor of Pathology and Preventive Medicine, Medical 
School, University of Minnesota. The program for the 
month will be as follows: 

March +—Diabetes Mellitus 

March 11—Heart Disease 

March 18—Hardening of Arteries 

March 25—Artificial Dentures 


AMERICAN ASSOCIATION OF 
OBSTETRICIANS, GYNECOLOGISTS 
AND ABDOMINAL SURGEONS 


The American Association of Obstetricians, Gynecol- 
ogists and Abdominal Surgeons announces that the an- 
nual Foundation Prize for this year will be $100.00. 
Those eligible include only (1) interns, residents, or 
graduate students in Obstetrics, Gynecology and Ab- 
dominal Surgery, and (2) physicians (M.D. degree) 
who are actually practicing or teaching Obstetrics, 
Gynecology or Abdominal Surgery. 

Competing manuscripts must (1) be presented in 
iriplicate under a nom de plume to the Secretary of 
the Association before June 1, (2) be limited to 5,000 


words and such illustrations as are necessary fcr a - 


clear exposition of the thesis, and (3) be typewritten 
(double-spaced) on one side of the sheets, with ample 
margins. 

The successful thesis must be presented at the next 
annual (September) meeting of the Association, with- 
out expense to the Association and in conformity with 
its regulations. 

For further 
Secretary, 418 


details, address Dr. James R. Bloss, 
llth Street, Huntington, W. Va. 





AMERICAN ASSOCIATION FOR THE 
STUDY OF GOITER 


The next annual meeting of the association will be 
held in Cincinnati, Ohio, May 22, 23, 24, 1939. Dry and 
operative clinics, as well as lectures, will occupy the 
three-day session. 

The Van Meter Prize Award of $300 and two hon- 
orable mentions for the best essays concerning original 
work on goiter problems will be awarded at the meet- 
ing. Information regarding submission of papers, 
which must be sent in before April 15, may be obtained 
from Dr. W. Blair Mosser, 133 Biddle Street, Kane, 
Pennsylvania. 
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NORTH DAKOTA STATE 
MEDICAL ASSOCIATION 
Tentative Program of the Annual Meeting, 
Fargo, N. D., May 8, 9, and 10, 1939 


Fargo Auditorium 
May 8, 1939 
Morning Session 
Diagnosis and Management of the Surgical Gallbladder. 
—Dr. E. M. Jones, St. Paul, Minn. 
Paper on Obstetrics—Dr. J. H. Moore, Grand Forks, 
N. D. 
Paper on Obstetrics—Dr. Ralph A. Reis, Chicago, II. 
Problems of Latent and Wassermann-Fast Syphilis.— 
Dr. H. E. Michelson, Minneapolis, Minn. 


Afternoon Session 

Dermatology for The General Practitioner—Dr. H. E. 
Michelson, Minneapolis, Minn. 

New Methods in The Treatment of Gonorrhea in the 
Male and the Female—Dr. L. W. Larson, Bis- 
marck, N. D. 

Diagnosis and Treatment of Eye, Ear, Nose and Throat 
Conditions.—Dr. A. D. McCannel, Minot, N. D. 

Proctology.—Dr. L. A. Buie, Rochester, Minn. 


May 10, 1939 
Morning Session 
Emergency Orthopedic Problems.—Dr. H. J. Fortin, 
Fargo, N. D. 
Surgical Paper. 
Pediatric Paper. (Author and subject to be announced 
later.) 
Cardiac Emergencies——Dr. F. J. Hirschboeck, Duluth, 
Minn. 

Afternoon Session 
Tuberculosis—Dr. G. A. Dodds, San Haven, N. D. 
Hypertension.—Dr. S. Marx White, Minneapolis, Minn. 
Diagnosis and Treatment of Gastrointestinal Hemor- 

rhage —Dr. F. J. Hirschboeck, Duluth, Minn. 





STATE MEETING 


Any member who has original scientific work to ex- 
hibit is urged by the Committee on Scientific Assembly 
to communicate immediately with state headquarters of 
the Minnesota State Medical Association. 

An unusually fine scientific exhibit is now being ar- 
ranged for the 86th Annual Meeting which is to -be 
held at the Minneapolis Auditorium May 31, June 1 and 
2, and special effort is being made to secure as many 
exhibits as possible from individual physicians. Fol- 
lowing a precedent of many years, the Southern Min- 
nesota Medical Association will present a gold medal 
for the best such individual exhibit to be presented at 
the meeting. The winner will receive his award at the 
annual banquet scheduled for Thursday, June 1, at the 
Curtis Hotel. 

The most varied and extensive meeting ever held by 
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the association is planned for this Minneapolis gather- 
ing. A public health exposition which will occupy the 
entire ground floor of the Auditorium is planned for 
the three days of the scientific meeting and the follow- 
ing Saturday, June 3, as well. This show will be held 
under the sponsorship of the association and with the 
close codperation of the State Department of Health, 
the University of Minnesota, and the Minneapolis city 
health department. 

The first two days, Wednesday and Thursday, will 
be devoted exclusively to scientific papers and discus- 
sions with round table luncheons each day on special 
subjects. Leaders for these luncheons, which are to 
be limited in attendance to twenty for each one, will 
be drawn from visiting speakers and members who are 
leaders in their respective specialties. 

The second Congress of Allied Professions will oc- 
cupy the entire program for Friday, with several na- 
tional leaders in public health and welfare as speakers, 
and a frank discussion of current economic and social 
problems as they affect health and medicine, planned. 
Hospital administrators, nurses, dentists, pharmacists 
and others will be invited to attend this meeting. 

Business sessions of the Council and House of Dele- 
gates will begin on the afternoon of Tuesday, May 30, 
Decoration Day. 





MAYO FOUNDATION CLINICAL WEEK 


A special program of lectures and demonstrations in 
surgery and medicine will be held under the direction 
of The Mayo Foundation from April 11 to 15, in- 
clusive. Mornings will be devoted to surgical and 
medical clinics. In the afternoons and evenings presen- 
tations of various surgical subjects will be made and 
symposiums will be conducted on heart disease, arth- 
ritis, gynecology, gastro-enterology, oxygen therapy, 
pneumonia and bronchial asthma. Visiting physicians 
are invited to attend. 





CENTER FOR CONTINUATION STUDY 


The Center for Continuation Study of the University 
of Minnesota in codperation with the Minnesota State 
Medical Association announces a series of six-day post- 
graduate courses in special fields of medicine. The 
program will be held in the special building devoted to 
postgraduate education for all professional fields. 
This building also serves as a residence hall for pro- 
fessional groups while in attendance at the University. 

Subjects will be Nervous and Mental Diseases, 
March 13-18; Diseases and Injuries of Bones and 
Joints, March 13-18; Diagnostic Roentgenology, March 
27-April 1; General Surgery, April 10-15; Diseases of 
Blood and Blood-Forming Organs, April 17-22; Ob- 
stetrics, May 1-6; Gastroenterology, May 8-13. The 
tuition for each course will be $25.00. Room and 
Board may be secured for $16.00. Physicians from 
outside of Minnesota are admitted on the same basis 
as residents. 

For further information, write to J. M. Nolte, Di- 
rector Center for Continuation Study, University of 
Minnesota, Minneapolis, Minnesota. 
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AMERICAN COLLEGE OF SURGEONS 


A Sectional Meeting of the American College of 
Surgeons will be held at Winnipeg, Manitoba, March 
29, 30, 31. Fellows of the College from Minnesota, 
South Dakota, North Dakota, Saskatchewan, Alberia, 
Western Ontario and Manitoba will meet at the Fort 
Garry Hotel, Winnipeg. The Executive Committee on 
local arrangements is composed of J. A. Gunn, M.D,, 
O. S. Waugh, M.D., G. S. Fahrni, M.D., J. D. Me 
Queen, M.D., C. W. Burns, M.D., W. A. Gardner, 
M.D., R. B. Mitchell, M.D. 

A meeting on Health Conservation will be held at 
Grace Church on March 31, for the public. 


AMERICAN COLLEGE OF PHYSICIANS 


The twenty-third annual session of the American 
College of Physicians will be held in New Orleans, 
March 27-31, 1939. An extensive program consisting 
of scientific addresses and round table discussions will 
occupy four and a half days interspersed with enter- 
tainment features. 

Dr. William J. Kerr of San Francisco is president 
and Dr. O. H. Perry Pepper of Philadelphia, pres- 
ident-elect. E. R. Loveland, 4200 Pine Street, Phila- 
delphia, is the executive secretary of the College. 


BLUE EARTH VALLEY SOCIETY 


The Blue Earth Valley Medical Society, comprising 
Faribault and Martin Counties, met at Fairmont Jan- 
uary 26, 1939. Twenty members were present at dinner 
at the Fairmont Hotel and after a short business meet- 
ing a program on pneumonia was given. 

Dr. F. A. Gunlaugson, District Health Officer of 
Mankato, gave a talk on pneumonia serum and Dr. 
Walter M. Boothby of the Mayo Clinic gave a dem- 
onstration of the new oxygen mask and spoke on its 
usefulness in the treatment of disease. 

The following are officers for 1939: Dr. H. H. Russ, 
Blue Earth, president; Dr. P. W. Demo, Wells, vice 
president; Dr. W. C. Chambers, Blue Earth, secretary- 
treasurer; and Dr. R. C. Hunt, Fairmont, delegate to 
the State Association. 





GOODHUE COUNTY SOCIETY 


The Goodhue County Medical Society held a_busi- 
ness meeting on Friday, January 20, at which Dr. Grant 
F. Hartnagel was elected president. Dr. A. W. Jones 
was re-elected vice president, and Dr. E. H. Juers was 
re-elected secretary and treasurer. 





WASHINGTON COUNTY SOCIETY 


The Washington County Medical Society held its 
regular monthly meeting Tuesday evening, February 
14, in the Stillwater club rooms. The meeting was 
devoted entirely to the discussion of medical care of 
indigents, welfare work and hospitalization. Two 
county commissioners, two hospital board members 
and one welfare official took part in the discussion. 
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WOMEN'S AUXILIARY 


Mrs. W. B. Roserts, Minneapolis, President 
Mrs. E. V. Gortz, 2259 Summit Avenue, Saint Paul, Publicity Chairman 





The Executive Board of the Women’s Auxiliary of 
the Minnesota State Medical Association met Feb- 
ruary 1 at the Women’s City Club, Saint Paul, with 
Mrs. Wm. B. Roberts, the president, presiding. Mrs. 
E. M. Hammes of Saint Paul was the social chair- 
man. Despite the weather conditions the meeting was 
well attended. A most interesting report of the Na- 
tional Board meeting was given by Mrs. Roberts. Af- 
ter hearing reports from the various chairmen and the 
county presidents, plans were discussed for the an- 
nual meeting which will be held in Minneapolis the 
last of May and the first of June. A cordial invita- 
tion to all members to attend this meeting was ex- 
tended by the Hennepin County president, Mrs. R. R. 
Cranmer. A nominating committee was appointed to 
complete a slate for the annual election of officers in 
May. Serving on this committee are Mrs. B. F. Davis 
of Duluth, Mrs. Charles Bolsta of Ortonville, Mrs. 
Martin Nordland of Minneapolis, Mrs. A. E. Nichols, 
Saint Paul, and Mrs. J. W. Stuhr of Stillwater. At the 
luncheon meeting the group had the pleasure of hear- 
ing Dr. George A. Earl, president of the Minnesota 
State Medical Association, who gave a most inspiring 
talk on “The Medical Outlook.” Mr. F. Manley Brist 
of the association’s legislative department also spoke. 
A number of out-of-town members braved the storm 
and were present, including Mrs. John F. Norman, 
past president, Crookston; Mrs. A. C. Baker, pres- 
ident-elect, Fergus Falls, Mmes. J. W. Josewski, E. S. 
Boleyn and J. W. Stuhr, Stillwater; Mrs. Charles Bol- 


sta, Ortonville. From Duluth came Mmes. Malcolm G. 


Gillespie, Thomas O. Young, Benjamin F. Davis and 
F. J. Elias. Mrs. Theodore Satersmoen attended from 
Pelican Rapids. Shakopee was represented by Mmes. 
N. S. Dungay, H. E. Wunder and P. M. Fischer. Mrs. 
James Blake, Hopkins, and Mmes. Clarence Moberg 
and R. N. Gunderson came from Lake Park. Min- 
neapolis and Saint Paul were well represented. 


The Hennepin County Auxiliary heard Dr. J. M. 
Hayes discuss “Socialized Medicine” at their meeting, 
February 3, which was held in the lounge on the 
twentieth floor of the Medical Arts Building. Mrs. 
Hamlin Mattson represented the hospitality commit- 
tee and was assisted by Mrs. Ernest Meland and Mrs. 
Rollin E. Cutts. 


* * * 


The Stearns-Benton Counties Medical Auxiliary met 
at the home of Mrs. Joseph B. Gaida in St. Cloud on 
February 9 for its February meeting and _ pot-luck 
supper. The spring flowers used throughout the rooms 
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were in direct contrast to the wintry night outside. 
The valentine motif was used in decorations and in the 
menu. Despite the weather, there were nineteen pres- 
ent. Mrs. T. N. Fleming, the president, announced that 
Hygeia had been placed in eleven high schools and 
grade schools by the auxiliary. Money for this project 
is being raised by a series of benefits. So far, one 
bridge benefit has been given at the home of Mrs. 
Charles Donaldson in Foley with Mrs. H. B. Clark 
of St. Cloud assisting with the arrangements. Follow- 
ing the meeting, Mrs. R. N. Jones of St. Cloud gave a 
delightful book review on “The Citadel” by A. J. 
Cronin, after which the book was discussed by the 
members. The March meeting will take place at ihe 


home of the secretary, Mrs. P. E. Barringer, in St. 
Cloud. 


* * * 


The Washington County Medical Auxiliary held its 
regular monthly meeting Tuesday afternoon, February 
14. The hostess, Mrs. J. W. Stuhr, entertained nine 
members and two guests at a valentine party. The 
afternoon lunch was preceded by the business meeting, 
followed bya short discussion led by Mrs. E. Sydney 
Boleyn on the perils of government-controlled med- 
icine. Mrs. C. E. Proshek, wife of a Minneapolis 
physician and a Czechoslovakian, told of some of her 
unhappy experiences under that regime in her native 
country. 

-_ 


A meeting of the West Central Auxiliary was held 
December 15 at Morris, Minnesota. Dinner was served 
at 6:30 p. m. at the Merchants Hotel, with nine mem- 
bers present. After dinner, the members held their 
business meeting at the home of Mrs. F. W. Behmler. 
Mrs. I. L. Oliver of Graceville, the president, pre- 
sided. Mrs. Ewing gave a splendid report on the 
state convention held in Duluth and Mrs. Bolstad gave 
a report on the State Executive board meeting held 
in Minneapolis. It was voted to have Hygeia placed 
in the school libraries, through the Auxiliary in Or- 
tonville, Graceville, Wheaton, Clinton and Morris. 
Mrs. Bergen was elected chairman for the March 
meeting at which socialized medicine will be discussed. 


*x* * * 


The state president, Mrs. Wm. B. Roberts of Min- 
neapolis, will attend the meeting of the West Central 
Auxiliary, March 8, and will also be a guest at the 
March 14 meeting of the Washington County Auxiliary 
to be held in Stillwater. Mrs. Roberts was a visitor in 
Brainerd, January 28, when she was the house guest of 
Mrs. J. A. Thebes, Sr., and attended the Auxiliary 
meeting there on that day. 
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PROCEEDINGS OF THE MINNESOTA ACADEMY OF MEDICINE 
Meeting of January 11, 1939 


The regular monthly meeting of the Minnesota 
Academy of Medicine was held at the Town and 
Country Club on Wednesday evening, January 11, 
1939. Dinner was served at 7 o’clock and the meeting 
was called to order by the president, Dr. C. B. Drake, 
at 8:10 p. m. 


There were forty-three members and three guests 
present. 


Minutes of the December meeting were read and 
approved. 

Dr. Thomas S. Roberts, chairman, announced that 
the Executive Committee had audited the treasurer’s 
annual report, found it correct, and moved it be 
accepted. Motion seconded and carried. 

Dr. Drake reported the recent death of Dr. Ches- 
ter M. Carlaw on January 7, and appointed Dr. Her- 
bert Jones to draw up a suitable memorial to Dr. 
Carlaw for presentation to the Academy. 


Dr. R. T. LAVAKE, retiring president, announced 
to the Academy a bound volume, to be used as a ref- 
erence book, compiled over the past twelve or thirteen 
years by Miss Crever. This covers the first fifty 
years of the Academy and contains information about 
charter members, past presidents, elections, officers, 
dates and places of meetings, and includes programs, 
where the proceedings and papers may be found pub- 
lished, et cetera, also an author index of all papers, 
theses, addresses, and most of the memorials and case 
reports presented in those fifty years—in fact, all 
available data she could gather from the published pro- 
ceedings and the old minute books of the Academy; 
also a supplement containing a copy of the minutes 
of a Minneapolis medical organization known as The 
Unity Club organized in October, 1884, apparently the 
forerunner of the Minnesota Academy of Medicine, 
the membership of which apparently was the basis for 
the Minneapolis part of the Academy in October, 1887. 
This book is intended to be kept by the secretary of 
the Academy for reference and passed on to his suc- 
cessors. 


Dr. La Vake read the Preface of the book. Dr. 
Harry P. Ritchie, under whose secretaryship Miss 
Crever began reporting the meetings in 1921, then 
made some remarks and proposed the following mo- 
tion: 

I move, Mr. President, that the Secretary be in- 
structed to call this to the attention of the Executive 
Committee, not only with the idea of accepting and 
acknowledging this wonderful contribution, but to de- 
termine an honorarium which will be fitting and appro- 
priate for Miss Crever’s years of service to this 
Academy. Motion seconded. 

Dr. C. D. Freeman then made a motion that a com- 
mittee consisting of Dr. Ritchie, Dr. La Vake—and 
they to choose a third man—decide what she should 
receive as an honorarium. 
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It was suggested, there being a motion already be- 
for the Academy, that Dr. Freeman’s motion be made 
as an amendment to the motion. Dr. Freeman assented, 
and the amendment was seconded and, upon vote, car- 
ried. The motion, as amended, was then seconded, and* 
upon vote, carried. 


The scientific program followed. 


THE CESAREAN PROBLEM 


R. T. La Vake, M.D. 
Minneapolis 

Dr. R. T. La Vake, retiring president, then read 
his Presidential Address on the above subject, and 
showed numerous lantern slides of charts and tables. 
(To be published in full in Minnesota MEDICINE.) 

Synopsis 

During the past twenty-five years obstetrics has 
made great advances potential for the reduction of 
maternal mortality. Among these advances are: per- 
fection of roentgen-ray technic, making possible the 
more accurate diagnosis of pelvic deformity and dis- 
proportion; improved treatment of pernicious vomit- 
ing by hydration, high carbohydrate therapy and vita- 
min B administration; the perfection of prenatal care, 
which should bring women to labor in better general 
physical condition and with the birth canal uninfected, 
and has made more widespread the earlier detection of 
approaching preéclamptic toxemia; improved treat- 
ment of preéclamptic toxemia, making the accession 
of eclampsia less frequent; the masking of attendants 
upon parturient women to avoid droplet infection; per- 
fection of blood transfusion technic which has _in- 
creased our command over the results of hemorrhage, 
shock and infection; incontrovertible evidence of the 
lower mortality rate of the low cervical section as com- 
pared with the classical operation; and the increased 
safety of local anesthesia as compared with inhalation 
anesthesia in cesarean section, especially when tox- 
emia exists. 


In spite of all these advances, the general maternal 
mortality rate has been reduced very little. This fact 
is rendered more striking when we consider that we 
have seen a narrowing of those areas previously in- 
accessible to medical attention; that we have seen 
tremendous educational campaigns which must have 
reduced the factors of public ignorance and apathy; 
that we have witnessed the wide extension of social 
service and public health nursing and the extension of 
special facilities for maternal care, including person- 
nel and material, in nearly every town of appreciable 
size, and, year by year, though obstetrical education 
has had its faults and limitations, at least facilities for 
teaching have continuously improved. 


A study of innumerable investigations as to the 
cause for the great discrepancy between what one 
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would reasonably expect in the lowering of general 
maternal mortality and the facts as proved by statis- 
tics, insistently points to the widespread increase of 
unnecessary and often contraindicated operative inter- 
ference as the outstanding cause. Prominent among 
such operative interferences, stands cesarean section. 


The average incidence of cesarean section is ten 
times greater than it was twenty-five years ago. This 
increase in incidence has not been offset by a pro- 
portional decrease in average operative mortality. 

A statistical study is made of results, indicating the 
correct uses of cesarean section and factors that in- 
fluence the results. It is suggested that the problem of 
errors and abuses in cesarean section can best be 
solved by the punctilious carrying out of the hospital 
standard 3-b adopted by the American College of 
Surgeons in 1918, namely: 

“That the medical staff review and analyze, at 
regular intervals, their clinical experience in the 
various departments of the hospital, such as med- 
icine, surgery, and obstetrics and the other special- 
ties; the medical records of patients, free and pay, 
to be the basis for such review and analysis.” 

Such analysis in regard to cesarean section should 
bring out the following data: 


Was there a consultation and, if not, why? 
. What was the indication? 
If the indication was pelvic contraction, what were 
the findings of pelvimetry, Munro Kerr maneuver, 
or x-ray? 
Was the child dead or alive at the time of oper- 
ation? 
Did x-ray give any evidence of deformity (hydro- 
cephalus, et cetera) ? 


Was the section elective, or after a test of labor — 
and how long a test? 


Were the membranes intact or ruptured; 
if the latter, how long ruptured? 

Had vaginal examinations or attempts at delivery 
been made? 

Was there any evidence of infection at the time 
of section? 

What was the blood picture? If signs of anemia, 
acute or chronic, obtained, were grouped and 
cross-matched donors at hand and used if indi- 
cated? 

If the indication was eclampsia, why was cesarean 
section chosen in preference to conservative treat- 
ment? 

If the indication was placenta previa, what meas- 
ures had been taken to differentiate between the 
complete and incomplete variations and were 
grouped and cross-matched donors at hand and 
used as indicated? Was shock combated before 
operation? 

. If the indication was accidental hemorrhage, what 
decided the choice and were donors likewise pre- 
pared and used if indicated? 

What operative technic was used and why? 
Was the child at term, premature, or post-ma- 
ture? 

16. What anesthetic was used and why? 

Such reviews and analyses, in conjunction with our 
mortality reports, would soon tell us the character of 
work that is being done in our hospitals, and, in addi- 
tion, would indicate more rapidly and convincingly the 
errors to be avoided—whether they be errors of 
well-meaning conservatism or well-meaning radical- 
ism. Discussion would quickly bring out abuses and 
general staff influence would tend to eliminate them 
more effectively than would set regulations. 


and, 


The meeting adjourned. 
A. G. Scuutze, M.D., Secretary 





SPLINTER INJURIES CAUSE LARGE LOSS 


The Department of Labor has republished and put into national circulation a report 
of the Bureau of Industrial Hygiene of the New York Department of Labor, which 
gives astonishing figures on splinters as a menace in industry. They show that in the 
year 1929 New York employers paid out $350,000 in compensation on account of 
splinters. The cost to the nation was much greater. 

It would be exceedingly rare to find a workman who has not experienced a splinter 
injury, the bulletin points out. Such accidents run from the most trivial to the most 
serious, ending in death. A: sufficient number of cases have been investigated to dis- 
close salient causes, sources, remedies and preventive means concerning splinter in- 
juries. 

The average person considers a splinter injury as of minor importance and in many 
cases it is, but there is no certainty that it will not result in the loss of a hand or arm 
and it may even cause death. A splinter makes a punctured wound which the layman 
cannot properly treat with antiseptics. The result is a tendency to infection. This 
is proved by the fact that 13 per cent of compensated injuries from all causes become 
infected, whereas 82 per cent of compensated injuries from splinters are infected. 

Under the New York State Bureau of Compensation the New York city district 
includes the Bronx, Kings, Nassau, New York, Queens, Richmond, Rockland, Suffolk 
and Westchester counties. Every day about 35 splinter injuries are reported from this 
district. No less than 44 per cent of these involve infection and 36 per cent of them 
show loss of time. 
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DELAYED UNION OF FRACTURES 


Ropert ScHwyzer, M.D. 
Bulach, Switzerland 


(Read by Dr. O. W. Yoerg) 


A most annoying situation arises when after several 
weeks of treatment a well reduced fracture does not 
show any tendency to consolidate and the ends of the 
fragments have the disastrous look of two pointed 
sticks of wood with no callus at all between them. 
Whether this delayed union is due to the use of the 
Kirschner wire extension or the nonpadded plaster 
splint of Boehler, I do not know. Surely the endemic 
goiter, so common in Switzerland, plays its part in the 
etiology, but does not explain all the cases of nonunion. 
Out of some sixty fractures I have treated within the 
last three years, it happened twice in transverse frac- 
tures where there was no or very little comminution 
and only scant hemorrhage. 


The first case concerned a healthy farmer of thirty- 
six years who had gotten underneath his haywagon 
when the cows had gotten loose. He suffered a trans- 
verse fracture about the middle of the right femur with 
little hemorrhage and no splintering at all. The leg was 
put up in a Kirschner extension. This was replaced by 
adhesive tape at the end of six weeks. By the tenth 
week there was still no union and I drilled several 
holes about the fracture, with no result at all. At the 
end of the sixteenth week there existed a definite non- 
union; there was very little callus and the ends of the 
fragments showed all the signs that promised a true 
pseudarthrosis. 


. The other case was the one of a soldier, twenty-three 
years of age. While riding a motorcycle he was hit by 
another one coming from behind. The left femur, as 
well as both bones of the left leg were broken. When 
he first came under my treatment he had been under 
the care of another surgeon for eight months with the 
result that the femur had healed well. But there was 
present a pseudarthrosis of the tibia, while the fibula 
was consolidated. He had been treated by the Kirschner 
wire extension also. Later on a walking plaster-of- 
Paris had been put on the leg. I first tried to improve 
the condition by drilling holes in the bones about the 
fracture, but had no results at all. No doubt, the ad- 
vance in the healing of the fibula may, in similar cases, 
prevent the consolidation of the tibia. 

In both these cases I performed an operation that is 
outstanding for its simplicity, its gratifying results, and 
last but not least because it was first recommended by 
a well known Swiss surgeon, Prof. Matti, of Berne, the 
successor of Prof. DeQuervain in the chair of surgery. 
Matti has shown that new bone will quickly form with- 
in the periosteal sac when filled with chips of cancel- 
lous bone. The ossifying power of the transplant may 
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be due to some hormones or enzymes (phosphatase). 
The transplant, at any rate, remains alive and stimulates 
the regeneration of the bone at the ends of the un- 
united fragments. The most important part of the 
transplant consists of spongiosa. The latter acts as a 
scaffold for the newly forming capillaries, permitting a 
rich blood supply full of bone-stimulating substances. 
Besides, it keeps open the medullary cavities of the 
fragments, a principle well known through the arthro- 
desis of the vertebral column. 

The technic is simple. An incision is made over the 
site of the fracture down to the bone. The periosteum 
is split and retracted together with the other tissues, 
The marrow cavities of both fragments are exposed by 
cutting away slices of bone with a large chisel for 
about 5 cm. on both sides of the fractures. The disc of 
connective tissue between the ends is resected down to 
the posterior wall of cortical bone, leaving a bridge 
there to act as a hinge between the fragments. There 
exists now a sort of a trough in the bone. An incision 
over the great trochanter exposes the bone. This is 
opened by means of a chisel or a large drill and a cer- 
tain amount of spongiosa scooped out by means of a 
sharp scoop. This spongiosa, together with the chips 
resulting from the formation of the trough, are packed 
well within the cavities of the fragments and over the 
pseudarthrosis. It is important to get the transplant 
well packed in the cavity in order to avoid secondary 
hemorrhage. The periosteum is now sutured over the 
bone chips. Usually no attempt is made to realign the 
fracture, though I have done it in a third case now un- 
der treatment. I suture the muscles loosely and do not 
use a drain, although this is recommended by the au- 
thor. The skin is sutured loosely to allow for drainage. 
A plaster cast is applied at the end of a week to avoid 
pressure. 

The result in both cases was excellent. At the end of 
six weeks the patients were allowed to walk without 
splints. The farmer was back at his work within ten 
weeks, and the soldier was doing service again as ma- 
chine gunner after six months. 





OPERATIVE CORRECTION OF RECURRENT 
DISLOCATION OF THE HEAD OF THE 
HUMERUS 


Rogpert ScHwyzer, M.D. 
Bulach, Switzerland 


(Read by Dr. O. W. Yoerg) 


It takes no little courage to present a “new” technic 
for the repair of recurrent dislocation at the shoulder 
joint. Quite a number of different procedures are 
known, but apparently none of them gives entire satis- 
faction as to operative hazards as well as lasting results. 
However, there are two reasons for excusing me in 
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calling your attention to the following procedure: first, 
it is not new as it has given its author uniformly good 
results in about ten cases—some as far back as ten 
years. Secondly, the operation is technically simple and 
free of possible hazards. 

Although its victims acquire a great ability to bring 
the head back in’its proper place by some twist of the 
arm, recurrent dislocation of the humerus hampers its 
bearers a great deal in their professional activities, as 
well as in sports. 

Two different causes are responsible for the occur- 
rence of recurrent dislocation. One, rarely met with, is 
based on an anatomical abnormality, an exaggerated 
slanting of the glenoid cavity towards the front and 
the midline, combined with a weakening of ligaments 
and muscles. This condition is usually bilateral, calling 
for operation on both sides, which has been done suc- 
cessfully. The other cause is the previous traumatic 
dislocation of the head anteriorly, the subclavicular or 
subcoracoid luxation. In this injury the anterior part 
of the capsule is always ruptured, either underneath 
the subscapular muscle or between this one and the 
teres minor. The tear of the capsule is situated at the 
lower and anterior portion of the joint, embracing as 
much as half of its circumference. Laceration of the 
subscapular muscle and tearing of ligaments about the 
joint are common. Quite frequent are fractures about 
the rim of the glenoid cavity or a tearing loose of 
the periosteum of the neck of the scapula as far back 
as to the subscapular bursa. Even after complete re- 
duction of the head the healing of these traumatized, 
hemorrhagic structures takes place in form of a more 
or less extended scar. The latter, being connective tis- 
sue, in time becomes stretched, the articular space 
widens until it lacks an appropriate support for the 
head of the humerus. Now even slightly forced move- 
ments, especially overextension of the abducted arm, 
will bring the head out of its place and cause a re- 
currency of the dislocation. But contrary to the first 
real dislocation, where the head leaves the torn cap- 
sule and buries itself within the torn subscapular mus- 
cle, in the recurrent luxations the head of the humerus 
always remains within the capsule. 

Conservative measures usually are of no avail. Para- 
articular injections of blood, as recommended of late, 
are not very promising either. There remains the op- 
erative treatment as the one of choice. The aim of the 
many technics described is to restore a proper support 
for the head, but the ways to reach this goal differ 
quite widely. Some of the authors fold+or excise part 
of the capsule (Thomas) in order to lessen the intra- 
capsular space or combine this with a shortening or 
anterior transfixation of the subscapular tendon (De- 
Quervain, Matti). Others fasten the head in its place 
by a ribbon of fascia lata (Henderson) or by using the 
tendon of the long biceps (Kirschner, Loeffler, Rey, 
Rupp) or by forming a sling out of the deltoid muscle. 
Though the immediate results of these technics have 
been good, late recurrences number quite high. The 
transplants lacking in good circulation degenerate and 
stretch, and besides, these procedures are complicated 
and pregnant with operative hazards. A third group 


Marcu, 1939 


of surgeons follows another line of thought. They aim 
to build up the anterior rim of the glenoid cavity by 
bony or periosteal grafts. Oudard splits the coracoid 
process longitudinally and fastens part of it onto the 
anterior aspect of the capsule. Eden uses a free graft 
of the tibia for the same purpose. Experience proves 
the latter two methods as the best ones. Eden opens 
the joint cavity always for inspection and removal of 
possible loose bodies. Brun, who has somewhat modi- 
fied the latter’s technic, does not as a rule do this. Not 
incising the capsule of course greatly simplifies the op- 
eration and removes one great hazard: possible severe 
infection or trauma to the joint surfaces with subse- 
quent partial or total ankylosis. Brun has done ten 
cases with very gratifying results. They have been 
published in the Schweizerische Medicinische Wochen- 
schrift, 35 :844, 1936. 

The principal points of his technic are: General an- 
esthesia, strictest asepsis, upper arm in slight abduction, 
elbow at a right angle, forearm in supination. Incision 
is made along the anterior margin of the deltoid muscle, 
from the clavicle down to the point where the pectoral 
meets the deltoid. Flat hooks pull the pectoral together 
with the cephalic vein mesially, the deltoid laterally. 
The landmark of the coracoid process is searched for 
and the short head of the biceps dissected, pulling it 
mesially. Now the capsule lies free and relaxed within 
the back of the wound, as well as the subscapular mus- 
cle. It is not necessary to incise the latter. One can 
easily pull it downwards when rotating the arm in- 
wardly. The palpating finger easily finds the margin 
of the glenoid cavity with its bony rim. Only excep- 
tionally does the narrow incision allow one to do the 
next step under control of the eye. But this is not nec- 
essary. 

The fingertip resting on the rim of the glenoid cavity, 
the periosteum is incised parallel to the rim for about 


- 3 cm. and 1 cm. behind it. Using the raspatory, one 


looses the periosteum in the form of a pocket down 
to the bases of the neck of the scapula. The chisel cuts 
loose a small plate of bone, leaving it in connection at 
its base with the scapula, thus forming a cleft to receive 
the graft. This insures a solid healing on of the graft. 
The wound is now packed with gauze. In the usual 
technic a graft is taken from the tibia having the full 
breath of the latter and a length of about 7 cm., the 
graft to be about 4 millimeters thick, thinning out on 
the one end, and has to carry periosteum on the one 
side, bone trabecule on the other. On the thin end a 
little hole is drilled. The graft is then placed inside of 
the pocket on the scapula by means of a few blows with 
a hammer. It is to lie close to the joint capsule and to 
lean against the coracoid process, to which it is fastened 
by a silk suture through the aforementioned hole in its 
thinner end. A few stitches of silk are taken through 
the short head of the biceps and the joint capsule, thus 
burying the graft and fixing it still more in its new 
bed. A few sutures reunite the superficial fascia. No 
drainage is used. The skin is closed by silk or metal su- 
tures. A plaster-of-Paris splint holds the arm in slight 
abduction. The sutures are removed on the tenth day, 
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the plaster remains for about 5 weeks. The incision on 
the leg is taken care of the usual way, taking care to 
put the leg into a plaster splint for fear of possible 
fracture. 

According to this technic I have treated two cases. 


Fig. 1. Radiograph of shoulder made five months after opera- 
tion shows bone transplant which has become somewhat displaced. 


The first one concerned a young girl with bilateral loose 
joints, but recurrent dislocation only of the right one. 
She was unable to do her housework or board a street 
car without having a recurrence at the slightest over- 
extension. It is now more than two years since the op- 
eration and she has never had a recurrence, doing all 
her work. The convalescence was entirely smooth, the 
scar is hardly visible and the leg in fine condition. 


The other patient, a factory worker for twenty-three 
years, underwent a traumatic dislocation two years ago 
while engaged in a wrestling contest. The luxation was 
set and healed well but only to recur about every time 
he reached up to fetch something from a shelf. He is a 
very muscular type of a man and I had some difficulty 
to fit the graft into its proper place. He made a good 
recovery, being back at the factory within six weeks. 
He has not had a recurrence since the operation one 
and one-half years ago, although wrestling and doing 
military service as a machine gunner again. 


Discussion 


Dr. Vernon Hart (by invitation): I have had no 
experience with the anterior bone graft operation for 
recurrent dislocation of the head of the humerus. The 
method that I have been using is the physiological 
block, utilizing the long tendon of the biceps muscles 
which has its normal attachment of origin to the ante- 
rior and superior rim of the glenoid cavity. I am sure 
you are familiar with the operation. 

There are two methods: (1) In the Nicola oper- 
ation the biceps tendon is severed and introduced 
through a tunnel drilled through the head of the hum- 
erus and then resutured. (2) In the Roberts operaticn, 
the tendon is buried in the deepened bicipital groove 
of the humerus. In both operations the biceps tendon 
becomes fixed to the shaft just distal to the head of 
the humerus. The second method is much simpler and 
avoids many of the technical difficulties of the first. 

I have seen several patients in other Clinics who 
have been treated by the anterior bone block method 
and the results were very satisfactory. 


206 


I would also like to say a few words relative to the 
first paper regarding the use of multiple cancellous 
bone chips instead of a massive compact bone graft 
for treatment of non-union fractures. The procedure is 
a very logical one because the amount of new bone 
that is stimulated from a bone graft depends on its 


Fig. 2. Pictures of patient eleven months after operation. 


surface area in contact with the surrounding tissues. 
If a massive bone graft is brcken up into a multiplicity 
of small chips there is much more chance of revascu- 
larization with more egenerous callus formation result- 
ing in solid union of the non-union fracture. The prin- 
ciple upon which the operation depends is that instead 
of a massive graft there is an abundance cf small bone 
chips with a larger surface area in contact with vas- 
cular tissues. Revascularization is much more com- 
plete when using cancellous bone since there is a more 
abundant supply of osteogenetic cells and vascular cells. 
When using tissue for multiple bone chips, spongy or 
cancellous bone, I would suggest using the crest of the 
ilium where a great quantity of the bone may be ob- 
tained. I have enjoyed and greatly appreciated the 
two papers prepared by Dr. Schwyzer. 


A Letter from the Author 


28th of September, 1938 
Dear Doctor: 


While there is big talk about war or peace again in 
old unsettled Europe I beg you to take the enclosed 
little papers of a country surgeon as a token that Switz- 
erland is still quietly trodding along in the hope it may 
be spared the rigors of war. With greatest pleasure 
and hope, we all have read the message of your presi- 
dent to the world, still admiring the good common sense 
of the true American statesman. Our hope is that 
reason may rule over fanatisme. 


The Surgical Society of Minneapolis has treated me 

so friendly and gentlemanly while I was still amongst 
you and ever since, that I felt it for a long time my 
duty to contribute something, ever so unimportant, for 
your meetings. Here it is. I dare to hope you may 
show or read it to the members and they may enjoy it. 
My English, of course, has suffered a great deal since 
I am forced to talk my country slang all day long. I 
beg you to pardon me for it. 
_ A couple of weeks ago I had the pleasure of show- 
ing “my” hospital to Dr. Arnold Schwyzer who brought 
me long desired first hand news of Minnesota. Is it 
vain to wish to see one of you at my home at his 
next visit to Europe? 
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Many kind regards and good wishes to you and all 
others who ask about me. If you can’t use the papers, 
throw them away. 


Yours sincerely, 
Rosert Scuwyzer, M.D. 


THE INJECTION TREATMENT OF 
HYDROCELE 


ArtHur F. Bratrup, M.D. and Cart Ecxuarpt, M.D. 
Minneapolis 


Injection treatment of hydrocele has not been ex- 
tensively used, but it is becoming more popular as the 
laity is becoming educated to the fact that they can be 
afforded relief by an office procedure which is not 
difficult, and without serious complications. In spite of 
modern improvements in surgical technic, patients are 
still reluctant in submitting themselves to surgery. In- 
dustry demands that patients be treated and returned 
to work in minimal time, consistent with safety. 

The injection treatment of hydrocele has had its 
eras of popularity as well as those of disrepute. Treat- 
ment of hydrocele by the injection method can be 
traced to the Romans, at which time, Celsus injected 
salt peter into the tunica vaginalis. The procedure 
gained favor again during the seventeenth century, af- 
ter a long period in which there was very little interest 
manifested in the method. Lembert treated cases by 
injecting sublimate which was dissolved in lime water. 
Two Scottish Army surgeons named Murro reported 
a number of cures using hot and cold water or red 
wine. In 1832, Sir Randall Martin of Calcutta discov- 
ered the use of tincture of iodine, where at a single 
hospital, 2393 cases were injected with iodine over a 
period of seven years and successful results reported in 
99 per cent. Interest was manifested in this form of 
treatment by Kocher, Bull, McBurney, Billroth and 
Velpeau and they reported favorable results from the 
injection treatment. Huter of Germany is credited with 
first having used phenol, and in 1881 Levis of Amer- 
ica popularized the treatment of hydrocele by the in- 
jection of this solution. He maintained that there was 
less pain, less sloughing, only two days away from 
work, and that more cures resulted. In 1903, Luke of 
Georgia used iodine and phenol and stated that re- 
sults were very uncertain, resulting in considerable pain 
and swelling, and as a result the procedure fell into 
disrepute. Morestin of Paris, in 1912, treated cases 
by injection of equal parts of phenol, glycerin, and 
alcohol (Morestin’s solution) after withdrawing one 
third of the fluid within the hydrocele. After treat- 
ing a number of cases he modified his technic by with- 
drawing more fluid from the hydrocele sac and re- 
injecting more of the solution, and treating only sim- 
ple hydroceles. 

In 1912, Mellanah described a vaccine which he in- 
jected into the sac. This was discarded on account of 
the inflammatory reaction which followed, although 
the results were reported as good. In 1912, Bruns of 
Germany reported 1593 cases treated with phenol, hav- 
ing a recurrence of 6.1 per cent. In 1915, Soubeyron 
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injected one gram of 40 per cent alcohol diluted with 
equal parts of water, without aspiration of any of the 
fluid. Zinc sulphate was later used by Dimmucher 
and Palaillon, but recurrences following this solution 
were high, and as a result it was abandoned. In 1922, 
Hoffman used one sixth cubic centimeter of alcohol and 
phenol, treating only simple hydroceles, not larger than 
an orange. Pain resulted from this solution, and if too 
large a quantity was used, or if any of the solution 
filtrated through the tunica vaginalis, cellulitis and sup- 
puration occurred. Veazy, in 1925, introduced a sterile 
catheter into the collapsed sac. Prior to this a coil of 
sterile catgut had been used. 

The treatment of varicose veins by injection of scler- 
osing solutions marked the greatest advancement in 
the safe treatment of hydrocele by injection. In 1930, 
Pybus reported five cases treated with quinine hydro- 
chloride and urethane with excellent results. In 1931, 
Parritt and Levi treated thirty cases with sodium morr- 
huate, stating that cures resulted in all cases. Sharma 
in 1929 used a mixture of quinine dihydrochloride with 
0.5 per cent salicylic acid, but results were not re- 
ported. 

An excellent scientific study of solutions having 
merit for hydrocele injection was reported by Murray 
and Kilbourne in 1932. Their objective was to find a 
solution which would meet the following requirements: 
lack of pain, no disability, efficient to destroy all hydro- 
celes without recurrence, non-toxic, bactericidal, and 
without danger of hemorrhage into the sac following 
injection. As a result of their work the solution of 
choice was quinine dihydrochloride 13.33 per cent and 
urethane 6.66 per cent. Of all preparations used it gave 
the best results with the least reaction. Most of the 
solutions previously used resulted in severe excruciat- 
ing pain. Phenol produced severe pain when injected 
in strong solution or pure and it was believed that it 


. produced a local cauterization and slower absorption. 


It was believed that phenol was more toxic when in- 
jected into the hydrocele sac than when injected into 
the abdominal cavity, for the liver detoxifies it, while 
in a hydrocele sac the liver becomes short circuited. 
Three ‘cases of nephroses were reported by Murphy 
after injection of phenol in the treatment of hydrocele. 
L. W. Riba in 1933, reported the only case to be found 
in the literature of scrotal gangrene following injec- 
tion of phenol for hydrocele. Quinine may produce 
complications, as cases of optic nerve atrophy have 
been reported following oral administration of quinine. 
From experimental work on rabbits by Kilbourne, in- 
jection of solutions into the pleural cavity revealed 
phenol to be five times as toxic as quinine. In 1935, 
Livermore introduced the technic bearing his name. Af- 
ter aspiration of the hydrocele with a large gallbladder 
trocar, the sac was packed with narrow shoe string tape 
saturated with five per cent sodium morrhuate. This 
tape was not disturbed for a period of twenty-four 
hours and then was gradually removed from day to 
day, being removed completely at the end of one week. 
From this procedure he reported sixteen cases with 
one recurrence. Kietzer in 1936, suggested the treat- 
ment of recurrent hydrocele by x-ray therapy. How- 
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ever, this method must be reserved for old men be- 
cause of the danger of complete sterilization. Bieder- 
man in 1938 reported six cases treated with sylnasol, 
and all were cured. 


Incidence.—Greene reported that 2 to 4 per cent of 
all urological admissions have hydroceles. Some say as 
high as 10 per cent. Fifty per cent occur after the 
age of forty years. The condition is bilateral in four 
per cent of the cases. Campbell and Caforio reported 
the largest hydrocele on record. This hydrocele con- 
tained five gallons. The incidence is highest among 
those people whose work subjects them to scrotal 
trauma, such as cowboys, circus riders, et cetera. 


Character of Fluid from Tunica Vaginalis—As re- 
ported by Greene, fluid from a simple hydrocele 
looks like urine, is slightly sticky, and tends to foam 
if the vessel is agitated. It is markedly alkaline, spe- 
cific gravity 1.020-1.026, contains 4 to 6 per cent albu- 
min, some fibrinogen, fibrin, salts, sometimes cholesterin, 
traces of glucose and occasional fibrin bodies and lime 
salts. Microscopically, a few endothelial cells, leuko- 
cytes, cholesterin crystals and lecithin bodies are 
found. Spermatozoa may be present if a ruptured 
spermatocele communicates with the sac. Red cells are 
found only in case of hemorrhage and bacteria only in 
infected cases. 

Fluid from a spermatocele is hazy, opalescent and 
mildly alkaline. Specific gravity ranges from 1.002-1.006, 
there being only a small trace of albumin present. 
Microscopically, many dead sperm are present, but if 
there is an opening into a seminiferous tubule, many 
active spermatozoa are seen. 

A hematocele contains blood and is always due to 
trauma. 

A chylocele, which is rare in the temperate zone, is 
often seen in the tropics. It is caused from filarial 
infection. The aspirated fluid in these cases is milky 
and, when allowed to stand, a layer of fat accumulates 
on its surface. 


Theory and Etiology of Cure by Injection—The en- 
tire endothelium of the hydrocele sac could be damaged 
to cause an out-pouring of fibrin ferment. In theory 
this fluid should clot and cause obliteration of the sac. 
The supposition is that by introducing some fluid into 
the sac an irritation is produced, causing an inflamma- 
tory reaction within the serous lining, whereby the op- 
posing surfaces adhere. Since endothelium is of meso- 
dermal origin the repair process following this reaction 
leads to the production of fibroblasts and ultimately oc- 
cludes the sac by fibrous tissue. 


Huggins and Entz studied problems of absorption 
from the tunica vaginalis, testis, hydrocele, and sperma- 
tocele, and found there is a constant interchange of 
fluid within all serous lined cavities and any accumu- 
lation of fluid must be due to an imbalance of either 
secretion or absorption. They found marked delay in 
the absorption of dye from a hydrocele as compared 
with normal tissue of the tunica vaginalis. 

Ewell operated upon one of their cured patients one 
month after the last of three injections of quinine and 
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urethane. He found a small amount of dark, amier 
fluid, and several long strands of loosely attached and 
organized fibrin. Grossly, the testis and epididymis «p- 
peared normal. Microscopic section of the tunic wall 
showed the endothelium to be intact, the blood vessels 
appeared normal, and the subserous layer of tissue dis- 
tinctly thickened and infiltrated with organized fibrous 
tissue. 


They assume from this case that the resulting fibrosis* 


of the tunic wall after injection interferes with the blood 
and lymph supply of the endothelium, and that this in 
some way changes the process of fluid formation. 


Differential Diagnosis—Hydroceles ordinarily are not 
difficult to diagnose, although at times some difficulty 
may be encountered. Where a complicating hernia is 
present it may be differentiated by transillumination of 
light through the sac, although this may not be pres- 
ent if incarcerated omentum is present in the scrotum. 
A spermatocele can be only differentiated from a hydro- 
cele by microscopic examination of the fluid content, 
although very rarely will a spermatocele be seen that 
obtains any great size. In a chronic hydrocele which 
has been aspirated a number of times without having 
been given treatment, the sac may be extremely thick, 
and it may not transilluminate light very clearly. Any 
neoplasm, benign or malignant, can be determined by 
palpation, although, if complicated by a_hydrocele, 
transillumination will not be so clearly shown. Aspira- 
tion of the contents, as a rule, shows a blood-tinged 
fluid to be present. Hematoma should not be difficult to 
differentiate as it usually follows injury and will re- 
veal bloody fluid. A gumma of the testicle may or may 
not result in positive Wassermann of the blood, but 
examination of the spinal fluid should aid in the dif- 
ferentiation. The mass will not be transilluminated. 
Tuberculosis of the epididymis may or may not have 
associated hydrocele present. The nodular or indurated 
area of the epididymis would be indicative of pathology 
and this would contraindicate treatment. ; 

The first cases which we treated were injected with 
glucose fifty per cent, in 1928. The results were good, 
but there was marked pain associated with treatment 
and following treatment, as well as marked edema. A 
few cases were treated with sodium morrhuate, but 
edema of the scrotum was marked and there was mark- 
ed pain after treatment. When sodium morrhuate 
was used the reaction was of a more serious char- 
acter, resulting in a thickened, indurated scrotum, 
and it seemed as though the entire side of the scrotum 
was one adherent mass. Since 1932, solutions of quinine 
urethane mixture recommended by Kilbourne (quinine 
hydrochloride 13.33 per cent and urethane 6.66 per cent 
have been used, and have been found to be very efficient 
with less reaction and better results. The ideal solution 
is one that is not painful, does not cause incapacitation, 
is non-toxic, bactericidal, and is efficient in the cure of 
hydrocele. Quinine hydrochloride with urethane comes 
closest to this of any solution used. 


Indications.—The indications for treatment are con- 
fined to simple, chronic, non-infected types of hydrocele, 
and includes hydrocele of the cord. Hydroceles com- 
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plicating a hernia where the sac is separated from the 
hernia can be treated. Wherever a hydrocele is compli- 
cated by epididymitis, tuberculosis, neoplasm, or syphilis, 
injection therapy is contraindicated. Nor should a case 
of abdomino-scrotal type of hydrocele be treated, as 
this is always associated with hernia and there would 
be danger of injecting the fluid into the abdominal 
cavity. Where there is calcium or cholesterol degener- 
ation present in the sac, surgery is indicated. Hydrocele 
associated with undescended testicle is a surgical con- 
dition. Should the aspirated fluid be blood-tinged, then 
the case is surgical. 


Technic.—The scrotum should be prepared the same 
as for any surgical procedure. 


1. The scrotum should be shaved, washed with soap 
and water, and painted with any good antiseptic, mer- 
cresin, merthiolate, et cetera. 


2. A bloodless area should be selected on the lower 
part of the scrotum, at which point a wheal should be 
made, using two per cent novocain without adrenalin. 


3. After the bloodless area on the scrotum has been 
anesthetized, with an eighteen gauge needle attached to 
a twenty cubic centimeter syringe the fluid is aspirated 
as completely as possible. It is advisable to have an 
assistant hold the scrotum during this period of aspira- 
tion so as to lessen the danger of the needle becoming 
displaced during the procedure. After aspiration, the 
testicle and epididymis should be palpated to determine 
whether there is any evidence of tuberculosis, epididy- 


mitis, gumma or neoplasm. After complete aspiration 
has been made, and being satisfied that the needle is 
still in the tunica vaginalis, quinine hydrochloride and 
urethane mixture is injected into the sac, using not over 


two cubic centimeters at the first treatment. Should 
subsequent treatments be necessary, the quantity can be 


increased up to as high as ten cubic centimeters, al- - 


though in our cases we have not used over four cubic 
centimeters. After the needle has been removed, the 
scrotum should be gently massaged so that the fluid 
will contact all parts of the sac. Sterile dressing should 
be applied over the sac after application of collodion. 
The patient should be told that fluid will recur imme- 
diately and will probably be as great or greater on the 
day following treatment, than it was at the time of 
treatment, but that he can continue his work as it will 
only be a question of time until swelling and edema of 
the tissues begin to disappear and absorption of the 
hydrocele fluid begins. No attempt should be made 
to re-treat the case or aspirate for at least six weeks. 
A firm fitting suspensory or athletic support should be 
worn after treatment. 


Causes of Failure—Causes of failure, in order of 
their importance, are: 
Incomplete aspiration of contents of the hydrocele. 
The use of too little fluid. 
Too strong a solution. 


Complicating conditions such as epididymitis or 
injury to the epididymis or testicle during procedure. 
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5. Production of a hematoma as the result of punc- 
ture of a blood vessel during aspiration. 
6. Multilocular hydrocele. 


Course After Treatment.—Occasionally, patients will 
have no pain or edema of the scrotum or scrotal tissue 
after the treatment, but the majority will have both. 
The pain will vary with the type of solution used, be- 
ing nearly painless with the quinine mixture. With 
sodium morrhuate there is danger of allergy, and, on 
account of the condition of the scrotum after treat- 
ment, this was discontinued. There is edema of the 
scrotal tissues with recurrence of the hydrocele the day 
after treatment, but this will begin to absorb up to ten 
days, although it may require a period up to six weeks. 
These cases should be left without further treatment 
until absorption begins. When quinine hydrochloride is 
used there may be pain present, although in the major- 
ity of cases it is not of any serious character. When 
repeated aspirations are made the fluid will be found to 
be cloudy and contain fibrous shreds. 


Complications—When strict technic is carried out, 
the danger of infection is very small. When an avascu- 
lar area is selected for the insertion of the needle there 
is little danger of hematoma. If no chronic infection is 
present there should be very little danger of epididy- 
mitis or orchitis. In other words, with properly selected 
cases complications should be rare. 


Results of Treatment.—Of the cases which were 
treated with glucose solution, we were unable to ob- 
tain records, although results were good as far as 
they reported for observation. Since records were kept 
of any cases, seventy-two patients have been treated. 
Of this series, one was referred to surgery after re- 
ceiving six injections, as there was a complicating her- 
nia. Three patients were referred to surgery as the 
fluid was blood-tinged and neoplasms were suspected. 
At operation, diagnosis of neoplasm was confirmed. 
Cures have resulted in all cases, although some of the 
patients have required a large number of treatments. 
One received a series of twenty injections, although, if 
this patient were to be treated now, he would not be 
given as many treatments, but given more time so as to 
determine if complete absorption would not have taken 
place. This man had, however, a bilateral hernia which 
had been operated upon eight times, two of them be- 
ing plastic repairs. Not a single patient has suffered 
enough pain and swelling so as to be disabled. When 
pain does occur it usually is present immediately after 
injection of the quinine urethane mixture, but it usually 
goes away in the course of one or two days. Two of 
the patients who were treated have had recurrence 
following surgery. One patient developed a hematoma, 
but cure resulted after aspiration of the bloody fluid. 
A man sixty-nine years of age, who was being given 
treatments for a scrotal hernia at the hospital, had 
severe pain associated with marked swelling and red- 
ness of the scrotum after treatment of a hydrocele 
on the opposite side, that contained over four hundred 
cubic centimeters of fluid. Purulent material was found 
on aspiration, although this was not confirmed by 
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microscopic examination or culture. This patient has a 
cure with no more treatments or aspiration. 


HYDROCELES 
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Of the patients treated, three were referred for oper- 
ation as the aspirated fluid contained blood. These 
all proved to have neoplasms. One was referred for 
operation after seven unsuccessful treatments. Two of 
those treated had previously been operated upon and 
had recurrence of the hydrocele. Both resulted in 
cures. One patient had purulent material on second 
aspiration, but this cleared up without drainage or other 
ccmplication. 

Conclusions—In conclusion it may be stated that 
injection treatment of hydrocele with sclerosing solu- 
tion is a practical procedure with simple technic, with 
definite advantage over surgical treatment, in the cases 
where there is no contraindication. It results in a 
very high percentage of cures if confined to chronic, 
non-infected types without associated disease such as 
neoplasm, tuberculosis, or syphilis, or in cases of ab- 
domino-scrotal types of hydrocele. 


Discussion 


Dr. H. O. McPueeters: In these days of WPA, 
XYZ, et cetera, it seems that the only reputation a 
man need have for a job is to be on the inside, put up 
a good front and bluff. Just now, I feel a good deal 
that way, and I realize how incompetent I am to discuss 
this paper. However, I feel that only a few men have 
treated many of these cases, so I am happy for this 
chance to add my report. 

Dr. Bratrud is to be congratulated on having the 
opportunity to see more than the occasional hydrocele, 
let alone presenting a series of 72 treated cases. It is 
the largest series as yet presented by any recognized 
authority. 

This is just another one of the truly surgical pro- 
cedures that is being taken out of the hands of the 
quack and placed on a sound, rational basis. As Dr. 
Bratrud said, Kilbourne and Murray’s paper is by far 
the best paper that has been presented on the subject. 
They have gone into it most thoroughly and in detail 
from all angles and have covered it the best. They 
take up the differential diagnosis and this I believe is a 
very important point even though more theoretical than 
real; but it must be stated at the outset. They also take 
up the contraindications and emphasize that the abdom- 
inal-scrotal hydrocele is the one that should not be 
injected. 

The hydrocele sac is, in a sense, a peritoneum-lined 
pouch. There is no reason why the peritoneum should 
not respond to irritants here the same as elsewhere. We 
all know the care we must take to avoid adhesions fol- 
lowing abdominal surgery and how at times the surfaces 
adhere firmly together in spite of our efforts. This 
being the case, it is certainly logical that we should ex- 
pect good results following the presence of known 
irritants. In my cases the reaction has been so severe 
that I feel sure the sac has been obliterated, even 
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though, as Dr. Bratrud reports, some cases clinically 
cured, show the serous pouch still present. To me this 
is the one weak spot in all this work. More microscopic 
studies must be made of the hydrocele sac of treated 
cases. 

I was surprised at being unable to find any good re- 
port on the tissue change developing in the sac follow- 
ing the injection of the sclerosing fluid. There is only 
the report of an occasional case that happened to come 


to surgery where there has been any study made of 


the hydrocele sac following the injections. 


I have only cared for eight cases myself, two of 
these were bilateral; the youngest patient was sixteen 
years and the oldest sixty-four. I have used sylnasol, 
sodium linsoleate and sodium morrhuate. I have had 
good clinical results in all cases, with no untoward re- 
sults. At the time it pained the patients severely and 
they complained of much soreness locally for several 
days as a rule. To me this is a severe criticism of it. 
One patient .was in moderate shock for one hour due 
to the severe pain. This was following the use of 
sodium morrhuate. This patient, however, got the 
quickest end-result of any and now, two months post- 
injection, the testicle is but little larger than the other 
one. In this case the hydrocele was about the size of 
the average hen egg and held about 20 cc. of fluid. 
Two patients had the second injection. 

I have seen one case of gangrene of the testicle 
following injection. (It was not mine.) I saw it when 
it was operated upon by another surgeon. The solution 
injected was not known and we could not find out. 
The patient did not know. 

In all these reports, Bratrud, Kilbourne and Murray, 
et al, they say quinine and urethane is now the accepted 
solution. I cannot understand why we can inject 2 c.c. 
or even 4 c.c., or 5 c.c., or, aS one writer says, 10 c.c. 
of quinine urethane solution into the hydrocele sac and 
not expect a slough. If you get 0.25 c.c. or less of 
quinine and urethane perivascular in a varicose vein 
injection you will almost invariably have a slough de- 
velop. I have seen so many sloughs myself and have 
had so many, I frankly admit it, that I absolutely will 
not use quinine and urethane in any way in varicose 
vein injections. How we can turn around and inject 
2 cc. to 10 c.c in a hydrocele sac which is closed and 
get away without any slough is not easily explained. It 
doesn’t seem reasonable but all the authorities, includ- 
ing Kilbourne and Murray, in their large series, with 
Dr. Bratrud has stated previously in his papers on 
do it, so we have to accept it. Until the pathological 
reports give further proof, we will have to take it as 
it is. 

One very important thing Dr. Bratrud spoke of but 
didn’t emphasize enough, it seems to me, is the size 
of the testicle before your injection, thinking entirely of 
a medico-legal situation. You will oftentimes find, as 
Dr. Bratrud has stated previously in his papers on the 
“The Injection Treatment of Hernia,” that you have 
an atrophy of the testicle when the patient first comes 
to you. One testicle may be much smaller than the 
other, and following the operation it makes a beautiful 
opportunity for a medico-legal situation, a malpractice 
and damage suit, to be developed. 

One of the points in regard to technic that I do not 
think Dr. Bratrud brought out, and yet that I believe 
is important, is the introduction of the needle. I like 
to grasp the scrotum with my left hand, being right 
handed, and have the syringe and needle in my right 
hand. Always have the scrotum and hydrocele in firm 
grasp of your hand so that the skin above, as Dr. 
Bratrud suggested, is very tense. Second, introduce the 
needle and not only introduce it just through the skin 
and the sac lining, but well down inside at least an inch 
so that the needle is well inside the cavity. In my own 
cases, until I did that, I found that the needle would 
easily slip back and cutside of the sac. 
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One of the things one man suggested, a very clever 
suggestion, was to have a two-way stop-cock between 
his syringe and his needle and then using a luer-lok 
syringe with rings for fingers and thumb he could as- 
pirate the fluid while the assistant could turn the two- 
way stop-cock so he could discharge it and aspirate 
again and empty the hydrocele. I simply have the nurse 
unlock the syringe while I continue to hold scrotum, 
hydrocele and needle in the left hand and the syringe 
in the right. That works just as well. 

I think it is very important to have the patient fitted, 
as Dr. Bratrud suggested, with a very tightly fitting all 
elastic jock strap and have it in place before you start 
your injection. Until I did that I had trouble. If you 
tell the patient to go home and get a jock strap and 
put it on and wear it afterward, he will not do it with 
the same care, caution and support that you want and I 
think it is very important, not only to have a tight 
fitting jock strap, but then to pad it up yourself with 
gauze and sheet wadding until you know that it is pad- 
ded with extreme pressure. The more pressure you 
can have immediately after the injection, the less pain 
the patient is going to have during the next two or 
three days and the less possibility there is going to be 
of fluid recurring. 


A great many complications will develop following 
this treatment just as there did in the early days of 
the injection treatment of varicose veins. If the oper- 
ator is careful, uses common sense and good judgment, 
there should be no serious trouble. 


THE ONE-STAGE ABDOMINO-PERINEAL 
PROCEDURE FOR RECTAL CARCINOMA* 


Wa ter A. FaAnster, M.D., F.A.C.S. 
Minneapolis 


This particular operation is presented, not because 
it is something new, but rather because it is a pro- 
cedure which has been definitely accepted as having an 
important place in the operative treatment of rectal 
carcinoma. In the past, the only objection has been the 
high mortality rate. With the improved methods of 
preoperative preparation, postoperative care and _ bet- 
ter operative technic, this mortality rate has been sub- 
stantially reduced. In a large series of cases it has been 
shown that, with experience, the operation can be per- 
formed with a low operative mortality, and it does 
possess certain definite advantages over other operative 
procedures. Miles, of London, who originated the op- 
eration, has reported several hundred cases. More re- 
cently, Jones, of the Cleveland Clinic, reports a series of 
three hundred cases with a mortality rate of 9.8 per 
cent. Rankin has operated upon seventy-five patients 
with a mortality rate of 6.6 per cent. From this report 
one would assume that Rankin accepts only the more 
desirable cases for this method of operation. In gen- 
eral, this method should be reserved for those patients 
who are in fairly satisfactory physical condition, and 
in whom the lesion is suitable for radical removal. For 
those patients in poor physical condition, less radical 
operations may be to their advantage. Our only con- 
tention is that in patients who are thought suitable for 
a radical abdomino-perineal removal of their growth 


*Read by invitation. 
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the operation is best done in one stage rather than in 
two stages. 


It is an accepted surgical axiom that the best oper- 
ation for cancer is the one which permits the widest 
removal of the growth together with its gland-bearing 
area. In cancer of the rectum this is best accomplished 
by some form of abdomino-perineal operation. At least 
five advantages may be claimed for the one-stage 
operation over the multiple-stage procedure. 


1. The entire operation is completed at one time. 
The patient does not have to submit to the danger, 
distress and worry incident to two laparotomies. 


2. I believe the one-stage operation can be done 
more quickly, more easily, and with less shock than 
the second stage of the two-stage abdomino-perineal 
procedure. In opening the abdomen for the first time, 
the peritoneal cavity is usually clean and free of in- 
flammation and adhesions. Under these conditions, the 
necessary dissection can be quickly and cleanly done. 
Upon opening the abdomen for the second time to 
complete the second stage of an abdomino-perineal re- 
section, one almost invariably encounters adhesions and 
inflammation. The presence of this inflammation and 
the freeing of the adhesions greatly slows up the re- 
moval of the diseased bowel. In the Lahey operation, in 
addition to the above factors, the cut end of the distal 
portion of the bowel must be dissected free from the 
abdominal wall and inverted. 


3. In doing a two-stage operation the patient is twice 
subjected to the inherent dangers of a laparotomy over 
which the surgeon has no control. Furthermore, the 
patient having had one laparotomy is within three to six 
weeks subjected to a second. The question is whether, 
in this length of time, any patient can make an adequate 
recovery from a laparotomy. I do not believe that many 
surgeons would advise two laparotomies in such close 
succession if it were possible to allow a greater length 
of time to elapse between them. 


4. In the one-stage procedure the cancer is removed 
at once. In two-stage procedures the growth is left 
in the patient for three or four additional weeks. In 
case of complications, it may be two or three months. 
When a cancer is discovered, the patient is always ad- 
vised to have it out “at once.” Why is this not an 
important factor here? Who knows upon what day 
metastatic spread may occur? 


5. The period of hospitalization and disability is less 
with the one-stage procedure. This factor, of course, 
is a minor one in comparison to the safety of the pa- 
tient, but if safety is not sacrificed, then time should 
be considered. 


With patients who are good physical risks there is 
but one condition where the two-stage procedure is bet- 
ter than the one stage. This is in patients who have a 
bowel obstruction which cannot be relieved by medical 
means. In such cases a preliminary surgical decompres- 
sion should always be done to relieve obstruction. In 
the presence of obstruction, the removal of a rectal or 
colonic growth should never be attempted. 
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To date, I have cperated upon twenty-eight patients 
by the one-stage abdomino-perineal method. From 
this experience and the observation of other operators, 
I have come to certain conclusions concerning it. I am 
presenting this paper to discuss these points. 

The preoperative preparation is important, and I shall 
enumerate the more essential points. Sufficient time 
should be allowed for preparation. At least a week is 
usually necessary and more time should be allowed if 
thought advisable. 


Anemia.—Many of these patients have a certain de- 
gree of anemia. We feel that in all cases the hemo- 
globin should be raised to at least seventy-five per cent 
before operation. Repeated transfusions is the quickest 
and best method of accomplishing this. 


Weight Loss, Dehydration, Low Sugar Reserve.—lt 
is not possible to build up weight loss, but a high 
caloric, low residue diet, together with transfusions 
will be a great help. Increased fluid intake and intra- 
venous glucose improve the general condition of the 
patient. 


Bowel Preparation—The bowel should be empty at 
the time of operation. If there is no obstruction, one 
or two doses of an ounce of epsom salts will accom- 
plish this. In the presence of moderate obstruction, it 
may be necessary to give, over a period of a week or 
more, daily doses of mineral oil and epsom salts. Small 
daily saline enemas are advisable until twenty-four 
hours before operation. 

If these measures are carried out and physical and 
laboratory examinations reveal no serious organic 
lesion, the patient is usually ready for operation. 

The operation is a formidable one. Simply as a 
matter of mechanics, there is a great deal to be done. 
Unless the surgeon organizes and codrdinates the steps 
of the operation, he may be puttering around the entire 
morning. Prolonged operating time greatly adds to the 
risk of the surgical procedure. 


Anesthesia.—In most cases the average surgeon must 
plan upon two or more hours of anesthesia. This means 
the administration of two spinal anesthetics, the com- 
bination of spinal and general anesthesia, or the use of 
general anesthesia throughout. We have tried all com- 
binations. Until the development of a spinal anesthetic 
which would give at least an hour and a half of anes- 
thesia, we were of the opinion that in most cases ether 
anesthesia with gas induction was the safest and most 
desirable. The reason for this was that it is often im- 
possible to complete the abdominal portion of the oper- 
ation within an hour. This made it necessary to switch 
to inhalation anesthesia in the midst of the abdominal 
operation. With spinal anesthetics lasting ninety min- 
utes or more, one can complete, in almost all cases, 
the abdominal portion of the operation and have a re- 
sidual anesthesia carried over for the perineal section. 
If necessary, a small amount of gas may be given for 
the completion of the perineal excision. We now use 
both types of anesthesia, spinal plus gas, or inhalation 
ether anesthesia alone. 
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A great number of special instruments are not neces- 
sary, but the operation is much easier if one has a 
very long pair of scissors, several very long hemostats, 
and a pair of long tension forceps. They enable the 
surgeon to work deeply in the pelvis and to see clearly 
what he is doing. With ordinary instruments, it is 
necessary to put the hand so far down into the nar- 
row pelvis that the operative field is obscured. 


With the aid of some slides, I will now go over the 


steps of the, operation as we perform it. [Here, seven 
slides were shown and discussed.] 

The postoperative care is most important, since in 
these patients death is usually due to some complication 
and not to the immediate effects of the operation. 
Transfusions are of great value. Almost all patients 
are transfused at least once. If there is evidence of 
shock the blood is given before the patient leaves the 
operating room. If there is no evidence of shock the 
transfusion is given later in the day. If the patient does 
not seem to snap back quickly, the transfusions are re- 
peated for several days. 


Nasal Suction—We feel that nasal suction is most 
valuable in these patients. Suction is begun in all of these 
patients as soon as they are returned to their rooms. 
Where formerly the majority showed considerable dis- 
tention with discomfort and borborygmus, now almost 
all have flat abdomens and are comfortable. We be- 
lieve there is less chance of ileus or necrosis of the 
colostomy stump where suction is used. 


Fluids.—There is usually considerable loss of fluid at 
the time of operation. We compensate for this by 
giving the patient 1,000 c.c. of five per cent glucose in 
Ringer’s solution. If a transfusion is given, this may 
be omitted. The average patient will require about 
3,000 c.c. of fluid in twenty-four hours to maintain his 
fluid balance. This is given as 1,000 c.c. of 5 per cent 
glucose intravenously and 2,000 c.c. of normal saline 
by hypodermoclysis. If the tongue seems dry and the 
urinary output is less than 800 c.c. the amount of fluid 
is increased. The patient should have sufficient fluid, but 
we believe that the indiscriminate use of large amounts 
of fluid, especially intravenously, may do more harm 
than good. Hyperventilation and frequent moving of 
the patient seems advisable, but more especially in older 
patients. 

The use of acidulated fruit drops and chewing gum 
helps to keep the patient’s mouth comfortable and to 
prevent the occurrence of parotitis. 

These patients often have difficulty in voiding. For 
this reason a retention catheter is usually left in male 
patients. This renders repeated catheterization unneces- 
sary, and keeps the bladder contracted for several days. 
When the catheter is removed and the bladder becomes 
distended, there seems to be greater ability to void than 
in those cases where the bladder has not been kept con- 
tracted. 

The colostomy is usually punctured after forty-eight 
hours. This is done with a small cautery tip, an- 
esthesia not being necessary. If the patient passes gas 
freely, fluids are given by mouth with the suction ap- 
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paratus closed. If the fluids are well tolerated, suc- 
tion is removed. The patient is then given fluids en- 
tirely by mouth and the parenteric fluids discontinued. 

As has been stated, death usually occurs as the re- 
sult of complications. The most frequent serious com- 
plications are peritonitis, pneumonia, ileus, obstruc- 
tion, sepsis, thrombosis, embolism, cardiac failure, and 
urinary infection. Our series of twenty-eight cases were 
divided between private patients and those operated 
upon at the General Hospital. There were five deaths as 
follows: male, aged 58, nine days postoperatively of 
peritonitis and pneumonia following the partial necrosis 
of his colostcmy loop; female, aged 63, twenty-six days 
postoperatively of spinal meningitis due to infection by 
the colon bacillus; male, aged 62, five days postoper- 
atively of broncho-pneumonia; female, aged 52, sixteen 
days postoperatively from infarct of the lung followed 
by pneumonia; male, aged 46, three days postoperative- 
ly, cause not determined, and autopsy was refused. 


It is a matter of opinion as to the percentage of 
cases which should be operated upon by this method. 
It depends somewhat upon the skill and experience of 
the individual surgeon. In our own practice during the 
past three years, in those patients we have accepted for 
radical operation, we have done the one-stage abdom- 
ino-perineal operation in 70.4 per cent of the cases. 

In conclusion, I wish to state it is our opinion that, 
barring obstruction which cannot be relieved by med- 
ical means, any patient who can survive a two-stage 
procedure abdomino-perineal operation will tolerate a 
one-stage procedure as well, or better. The mortality 
rate should be less rather than more, he has his growth 
out earlier, he is saved the risk, pain and anxiety of a 
second operation, and his period of hospitalization and 
disability is less. There is a group of operable cases in 
which, because of physical impairments, no form of 
abdomino-perineal operation is advisable. The best 
procedure in these cases is a simple colostomy, followed 
later by a perineal excision of the rectum. In general, 
we have divided our cases into three groups: those suit- 
able only for palliative measures, namely colostomy, 
fulguration, et cetera, those permitting colostomy and 
later perineal excision of the rectum, and those suitable 
for the. one-stage abdomino-perineal operation. 


Discussion 


Dr. A. A. ZieroLp: It should be relatively easy to 
discuss a paper such as this because it always should 
be easy to talk about your troubles; put it is a little 
bit difficult to add, by way of discussion, anything to 
what has been said. | think everyone who is operating 
in and about the rectosigmoid has approached it with 
considerable trepidation. It is formidable surgery. To 
my mind, it is the most difficult surgery that we have to 
undertake and in many ways it is surprising why it 
should be so. Hemorrhage is not a great factor; we 
are not really concerned with bleeding, we are not really 
concerned with difficult anastomosis; we are oftentimes 
simply overborne by the amount of work there is to 
do in the resection of the rectosigmoid. 

As far as I can determine, from what I have seen 
and more from what I have read, there is no question 
as to the worth and the advisability of an abdomino- 
perineal operation. It is the most complete operation 
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that can be performed. It affords the patient the great- 
est protection, the greatest assurance against recurrence; 
and I think, as Dr. Fansler has said, that most people 
will come to the one-stage abdomino- perineal oper- 
ation as the most desirable type of operation. How- 
ever, I think that for most of us it is not a question 
of whether we should do the operation in one or two 
stages, but a question of accepting the one-stage ab- 
domino-perineal operation or some lesser procedure, 
and I think that that is something that is sometimes 
overlooked in an effort to do what is the best thing 
for the patient without, perhaps, a careful inventory of 
our own capacity to do the necessary operation. I 
think that many times the patient would be better off 
with the lesser procedure than with the one-stage oper- 
ation, but if the patient is of such type, so prepared 
that it is reasonable that he will withstand such an 
operation, there is no question but that it is the most 
desirable type. 

Naturally, Dr. Fansler has spoken more in detail of 
the technic of surgery inasmuch as this is a surgical so- 
ciety. These people who have carcinomata of the recto- 
sigmoid, I believe, require more careful preparation than 
almost any other type of individual. Dr. Fansler men- 
tioned preparation by means of restoration of the 
hemoglobin, et cetera. I think many times we are too 
willing to accept, as was said, a hemoglobin of 50 or 
60 and reassure ourselves a bit too readily by a simple 
transfusion. Many of these people are not only de- 
hydrated, but are suffering from a food restriction and 
I believe that it isn’t a question of one transfusion, but 
of multiple transfusions. These people need not only 
500 or 600 c.c. of blood, but at times 1,000 or 2,000. 

One thing that hasn’t been stressed, although Dr. 
Fansler and I have talked about it previously, is the 
protein level in the debilitated patient. Many cases 
of rectal carcinoma, as a result of blood loss and re- 
stricted diet, will show a blood protein definitely below 
the normal level, enough below the normal level so 
that it constitutes a hazard not only to healing but to 
what is of equal importance, normal water metabclism. 
An individual with a plasmaprotein of 4 or 5 will not 
tolerate the same amount of fluid as a normal indi- 
vidual. This individual given 2,000 or 3,000 c.c. of fluid 
subcutaneously will develop edema in spite of anything 
that you do. The addition of chloride merely aggra- 
vates the condition. 

Anesthesia, of course, is always a personal problem. 
As Dr. Fansler said, itis difficult for anyone to accom- 
plish a one-stage abdomino-perineal excision with the 
ordinary novocaine spinal anesthesia. The anesthetic 
period is too short. One hesitates to reinforce it by a 
second spinal puncture, although I don’t know whether 
this is a real hazard or not. This may be avoided by 
the use of metacaine, which gives a longer anesthetic 
period, but I do not believe that I would care to be 
confined to a given anesthetic time even with metacaine. 

With regard to the technical procedure, I think Dr. 
Fansler might well emphasize the necessity for dissect- 
ing deep and separating the bowel much further than 
you think is ever going to be necessary, because it 
will probably never be too much and is often just 
about what is necessary to make the perineal operation 
simple and short. 

The difficulty in closing the peritoneum, I would think, 
would be more of an apparent difficulty than an actual 
one if the dissection is begun by splitting the perito- 
neum high on the right side of the mesentery. There 
is always a long enough flap that can be carried over 
to the left side. 

Like all operative procedures, this discussion could 
be carried on endlessly and perhaps with very little 
profit. It has been a pleasure to hear Dr. Fansler. I 
think he has-had an excellent experience, I am sure as 
large as anyone here, and I think anyone who can pre- 
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sent such a series and such a mortality is to be con- 
gratulated. 


Dr. Lawrence Larson: Dr. Fansler deserves a great 
deal of credit for the manner in which he has pre- 
sented his observations and the results he has obtained. 
Colon surgery is difficult, the mortality rate is high, and 
the end-results are not always too encouraging. 


Several points in his paper. are worthy of further em- 
phasis. The first of these is that carcinoma of the rec- 
tum can only be cured by surgery, and if surgical cure 
is to be attempted, no half-way measures are permis- 
sible. There is ample evidence that malignant tumors 
of the rectum remain localized for a long period of 
time so that if adequate removal is accomplished, cure 
may be expected. It is with this in mind that operations 
involving wide excision of the growth, such as the com- 
bined abdomino-perineal resection method, are to be 
most highly recommended in the light of our present 
knowledge. This operation is comparable in its prin- 
ciples to wide resection of the lymphatics in carcinoma 
of the breast. 


The greatest barrier to operability of rectal neo- 
plasms is extension or metastasis of the growth, and 
that these tumors extend and metastasize late is a proved 
fact. In a series of 107 autopsies which I studied at 
the University of Minnesota, Department of Pathology, 
of rectal malignancies, about half died of the disease 
with either no extension or metastases, or with only a 
few regional glands involved. This is a fact of con- 
siderable significance since it gives encouragement in 
curing the disease even in a late stage if sufficiently 
wide resection can be done. Similar studies from sur- 
gical specimens show a frequent invasion of the regional 
glands but late distant metastases. Furthermore, many 
carcinomata, which at first observation seem inoper- 
able because of extensive fixation to surrounding struc- 
tures, in reality are operable. The fixation may be due 
mainly to inflammatory processes about the tumor. This 
is a commonly observed clinical fact and gives further 
encouragement in treating this disease. In addition, the 
size of the tumor has nothing to do with the degree of 
extension or metastases as shown by many studies, 
especially those of McVay. 


All descriptions of the spread of carcinoma of the 
rectum indicate the most important is that in an upward 
direction along the course of the inferior mesenteric 
artery and thence laterally to the pelvic colon. There- 
fore, with this in mind, radical removal such as Dr. 
Fansler described definitely offers best opportunity for 
cure. Removal of the mesentery with its gland-bearing 
tissues even as high as that up to the sigmoid affords 
the best results. 


Another factor to bear in mind is that rectal car- 
cinoma is a rather common disease. In fact, about a 
third of all malignant tumors of the gastro-intestinal 
tract are in the colon, and more than half these cancers 
of the colon are in the rectum. It is because examina- 
tion of the rectum can be easily and satisfactorily car- 
ried out by direct inspection or palpation, that, theo- 
retically at least, we should diagnose these tumors at 
an earlier date, so that treatment could be more satis- 
factorily carried out. It goes without saying that 
much care should be taken in examining any indi- 
vidual who passes blood by rectum, or when there is 
an unexplained dyspepsia, weight loss, or change in 
bowel habits. 


It seems trite to again emphasize preoperative prepa- 
ration of these patients for surgery. However, if one 
is to widen the scope of this operation, there is only 
one way to make it applicable to a large number and 
that is to get these individuals in the best possible con- 
dition by a week or ten days of preparation. Obstruc- 
tion can usually be relieved, the liver can be replenished 
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with glycogen, any anemia improved and any cardiac 
or renal impairments treated. In this way, if two-thirds 
of the patients can be rendered operable, and if a mor- 
tality rate of 10 per cent or lower can be obtained, then 
we are approaching a satisfactory method of treating 
this disease. 


Dr. Orwoop J. CaAmpsett: I have enjoyed Dr. Fans- 
ler’s unusually lucid and commendable report of his 
experience with the one-stage abdomino-perineal resec- 
tion. I want to say a word about what Dr. Fansler 
referred to as medical relief for obstruction. 


For the past two years, I have been interested in the 
one-stage resection of carcinomas of the colon using 
an aseptic type of end-to-end anastomosis. Of course, 
this procedure cannot be done in the presence of any 
obstruction whatever. I have been surprised and grati- 
fied to learn how effectively incomplete obstruction can 
be relieved by placing the patient on the so-called non- 


residue diet and giving large quantities of mineral oil 
orally. . 


I have had one case in which complete obstruction 
of the bowel was established due to a carcinoma of the 
sigmoid. X-rays revealed enormous gaseous disten- 
sion of the ascending and transverse colon, with the 
descending colon distended and packed solidly with fe- 
cal material. The patient was in poor condition and 
during the several days which it took to get him into 
shape large quantities of mineral oil were administered, 
from 4 to 6 ounces per day. We had despaired of re- 
lieving him and on the 7th day prepared to do a colos- 
tomy. The obstruction was suddenly relieved and he 
passed large quantities of liquid feces. At the end of 
a three week period his condition was excellent and he 
was operated upon without any evidence of his previous 
obstruction. A single-stage resection with end-to-end 
anastomosis was done and he made a very satisfactory 
convalescence. 


I think, if an effort is made to decompress an ob- 
structed bowel “medically,” considerable time may be 
required. While I do not recommend the attempt to re- 
lieve all cases of complete obstruction without prelimi- 
nary colostomy or cecostomy procedures, it has been 
surprising to learn how effectively this relief can be 
obtained in many cases. 





REPORT ON THE USE OF ROENTGEN 
RAYS FOR CONTRACEPTION 


In 1932 Harris (Am. J. Roentgenol., 27:415, (March) 
1932) and in 1936 Mayer, Harris and Wimpfheimer (J. 
Obst. and Gynec., 32:945, (Dec.) 1936) published ar- 
ticles dealing with the use of roentgen rays to pro- 
duce therapeutic abortion. Their results were satis- 
factory, and they advocated this method as particularly 
desirable in cases in which surgery is hazardous or 
contraindicated for medical reasons. At the organ- 
ization meeting of the Council’s Committee on Con- 
traceptives, it was suggested that roentgen rays had 
been used to cause sterility in women or to interrupt 
pregnancy for nonmedical reasons. Dr. A. U. Des- 
jardins, in an effort to determine how extensively 
roentgen rays are being used for these purposes, wrote 
to twelve radiologists throughout the country. In all 
but one instance the replies from these men stated that 
they were not aware of such a practice, certainly on the 
part of reputable members of the profession, and were 
doubtful whether this technic was being employed to 
any appreciable extent by less scrupulous practitioners. 
(J.A.M.A., Nov. 5, 1938, p. 1767.) 
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BOOK REVIEWS 


Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 











SuRGICAL PATHOLOGY OF THE DISEASES OF THE MouTH 
AnD JAw. A. E. Hertzler, M.D. Surgeon to the 
Agnes Hertzler Memorial Hospital, Halstead, Kansas; 
Professor of Surgery, University of Kansas. 248 
pages. Illus. Price, $5.00, cloth. Philadelphia: J. B. 
Lippincott Co., 1938. 


A MANUAL oF FRACTURES AND DisLocations. Barbara 
Bartlett Stimson, A.B., M.D., Med.Sc.D., F.A.C.S. 
Assistant in Surgery, College of Physicians and 
Surgeons, Columbia University, New York City; 
Assistant Attending Surgeon to Presbyterian Hospital, 
New York. 214 pages. Illus. Price, $2.75, flexible 
binding. Philadelphia: Lea & Febiger, 1939. 


PRINCIPLES OF HemartoLocy. Russell L. Haden, M.A., 
M.D. Chief of Medical Division of Cleveland Clinic; 
formerly Professor of Experimental Medicine, Uni- 
versity of Kansas School of Medicine, Kansas City, 
Kansas. 348 pages. Illus. Price, $4.50, cloth. Phil- 
adelphia: Lea & Febiger, 1939. 


REVIEWS 


SURGICAL TREATMENT OF HAND AND ForEARM INFEC- 
tions. A. C. J. Brickel, A.B., M.D. Departments of 
Anatomy and Surgery, Western Reserve University. 
300 pages. Illus. Price, $7.50, cloth. St. Louis: C. V. 
Mosby Co., 1939. 


TRAUMA AND INTERNAL Disease. Frank W. Spicer, 
A.B., M. D., F.A.C.P. 593 pages. Illus. Price, $7.00 
cloth. Philadelphia: J. B. Lippincott Co., 1939. 


ANNUAL REPORT OF THE SURGEON GENERAL OF THE 
Pusitic HEALTH SERVICE OF THE UNITED States for 
Fiscal Year 1938. 184 pages. Illus. Price, 60c, cloth. 
Washington, D. C.: Government Printing Office, 1938. 


PROCEEDINGS OF THE THIRTY-SECOND ANNUAL CONVEN- 
TION OF THE ASSOCIATION OF THE LIFE INSURANCE 
PRESIDENTS. 239 pages. Paper cover. New York: 
Association of Life Insurance Presidents, 1939. 





AMERICAN ILLUSTRATED MEDICAL DIC- 
TIONARY. 18th ed. W. B. Saunders Co., 1938. 
1607 pages. Illus. $7.50. Philadelphia. 

This new, revised edition brings up to date a stand- 
ard dictionary which has always been a popular and 
helpful reference book. New terms have been added 
and many old definitions have been revised so that the 
book keeps up with the advances in medical science. 
Modernization of spelling, such as changing sulph- to 
sulf-, has been made and such new terms as sulfanila- 
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mide have been added. The listing of proper names 
given to signs, diseases, glands, tests, under those gen- 
eral headings, aids in quickly finding the descriptions, 
especially if one is uncertain of the spelling. The deri- 
vations are not as fully or clearly given as they might 
be, but on the whole they are adequate. 


Little change has been made in the arrangement of 
the book, the illustrations being scattered through the 
text and such tables as weights and measures being 
kept in their alphabetic place in the text. The Poso- 
logic and Therapeutic Table at the end of the alphabet 
has been changed to A Table of Dose in Both Apothe- 
caries’ and Metric System. By adding many more 
drugs and omitting the column “Action and Uses” this 
table is made more useful for quick verification of 
dosage. 


As is true in nearly all dictionaries, some terms are 
omitted, and some definitions are not clear, but the 
fact that this reference tool has been so carefully re- 
vised and brought up to date compensates for the few 
disappointments it causes. 


I. A. 





THE HEART IN PREGNANCY. Julius Jensen, As- 
sistant Professor of Clinical Medicine, Washington 
University School of Medicine, 371 pages. St. Louis; 
The C. V. Mosby Company, 1938. 


In the book, The Heart in Pregnancy, Jensen has 
very ably gathered together all the information which 
is available in the literature relative to the heart and 
pregnancy. To this, he has added his own experiences 
which he has had in the St. Louis Maternity Hospital. 


It may be interesting to know that Doctor Jensen 
secured some of his postgraduate work as a Fellow in 
Medicine in the University Hospitals at the University 
of Minnesota. 

This book has been compiled so that the cream of 
the various subjects can quickly be digested, and, if a 
thorough knowledge of the subject is desired, one may 
obtain it by reading the whole. 


The first section of the book considers the effect of 
pregnancy on the normal heart. He discusses the va- 
rious theories, investigations and facts which have 
been presented to the medical profession on this sub- 
ject in the past. One fact is striking and that is the 
relatively little valuable kriowledge which we have re- 
garding the heart and cyesis. 

Jensen points out that there are many theories re- 
garding various subjects by which we presume that 
there is an increased amount of work by the heart 
during pregnancy. Subjects such as an increased pulse 
rate, peripheral resistance, oxygen utilization, circu- 
lation time, cardiac output, et cetera, are still too little 
developed to be reliable. However, the most reliable 
information he believes is the increase in metabolism 
and the increased volume of the circulating blood 
which may be out of proportion to the increase in 
weight. He stresses the point that with the develop- 
ment of the x-ray, many new problems have been added 
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to this question and few, if any, have been solved. 

In the second section he discusses the abnormal car- 
diac impulse formation during childbearing such as 
tachycardia, brachycardia, extra systoles, auricular fly:- 
ter and heart block. 

The last section deals with organic heart disease and 
pregnancy. All angles of this extensive subject ar 
presented and discussed. The importance of the re- 
lationship of heart disease to maternal mortality is 2 
most serious matter and he very thoroughly presents 
all available information on this subject. He states 
that, “Heart disease ranks amongst the four or five 
most important causes of maternal death. It accounts, 
probably, for some seven per cent of all fatalities and 
claims close to 1,000 women per year in the United 
States,” and, furthermore, “A death rate of 2-3 per 
cent appears to be irreducible at present, which means 
that the complication of heart disease and pregnancy 
carries a death rate at least three times as great as 
the present gross maternal death rate in the United 
States.” 

The chapters on the management of pregnancy in 
rheumatic heart diseases and the obstetrical delivery 
of cardiac patients are excellent and exhaustive. 


Probably one of the most valuable parts of this 
book is his discussion of the relationship between 
eclampsia and permanent kidney damage, and the re- 
lationship between the so-called toxemias (with hyper- 
tension) and cardiovascular disease. 


An extensive bibliography is also added to this 
book. 

This treatise is so all inclusive that it becomes an in- 
valuable aide to any one who practices obstetrics or 
cardiology, and I should like to add my personal grati- 
tude to Doctor Jensen for the tremendous amount ot 
work which must have been done to complete this 
study.—EuGene M. Kasper, M.D. 


DOCTORS, I SALUTE. Emilie Conklin. Price, $1.50. 
Light and Life Press, Winona Lake, Indiana. 


A small volume of poems by the author, a few writ- 
ten on subjects allied to medicine; the majority on a 
variety of subjects. 


As one reviewer said: “The volume seems to contain 
with few exceptions tributes in verse, rather than real 
poetic expressions. She (the author) seems to have 
said all she has to say about doctors in the first one 
entitled, “Doctors, I Salute!” Very little authentic emo- 
tion is evidenced in most of the others. What she tried 
to do, probably, was to dedicate a poem to each type 
of medical practitioner. That, | think, was a mistake. 
No one person could get all those different points of 
view well enough to have any feeling about them... . 
There are some lovely lines in “A Call to Service.” 
“To Try on a Wall” is attractive. 


To compare the author with Rudyard Kipling as was 
done by some reviewers, is in our opinion unjustified.— 


C.B.D. 
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